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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


Usual dosage: One or two 400 mg. tablets t.i.d, 
Supplied: 400 mo. scored tablets, 200 mg. sugar-coated 
tablets; bottles of 50. Also as MEPROTABS®- 400 mg. 
unmarked, coated tablets; and in sustained-release 
capsules as MEPROSPAN®.400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate) 


for the tense and 
nervous patient 


simple dosage schedule relieves anxiety 
dependably — without altering 
sexual function 


does not produce ataxia 


no cumulative effects in long-term 
therapy 


does not produce Parkinson-like 
symptoms, liver damage 


or agranulocytosis 


does not muddle the mind or affect 
normal behavior 


Miltown: 


meprobamate (Wallace) 


WALLACE LABORATORIES Cranbury, N. J. 
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_Safe & Sound 
Sleep is sound, sleep is secure with Doriden. Five years’ clinical experience has 
proved its efficacy and wide margin of safety, has made it the most widely pre- 
scribed nonbarbiturate sedative. The clinical safety of Doriden — in terms of 
minimal side effects,!.2 absence of respiratory depression,!4 and lack of adverse 
effects on liver,5 kidney,!.5 and blood — has been confirmed repeatedly. So, for 
all the benefits of safe and sound sleep — prescribe Doriden. 


Supplied: Capsules, 0.5 Gm. (blue and white). Tablets, 0.5 Gm. (white, scored), 
0.25 Gm. (white, scored) and 0.125 Gm. (white). 

References: 1. Blumberg, N., Everts, E. A., and Goracci, A. F.: Pennsylvania 
M. J. 59:808 (July) 1956. 2. Matlin, E.: M. Times 84:68 (Jan.) 1956. 3. Hodge, 
J., Sokoloff, M., and Franco, F.: Am. Pract. & Digest Treat. 10:473 (March) 
1959. 4, Burros, H.M., and Borromeo, V.H.J.: J. Urol. 76:456 (Oct.) 1956. 
5. Lane, R.A.: New York J. Med. 55:2343 (Aug. 15) 1955. 2/29858 
For complete information about Doriden (including dosage, cautions, and side 
effects), see current Physicians’ Desk Reference or write cisa, Summit, N. J. 
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in depression 
Nardil...“practical, § 
efficacious, and safe 
...for general use...” 


Effective in psychotic depressions and 


non-psychotic depressive states with less 
than 2% reported significant side effects 


Clinical studies show that Nardil is potent 
- enough for the most severe depressive con- 
ditions and yet safe enough for the office 
treatment of mild depressive states. With 
Nardil, relief of depressive symptoms has 
been consistently reported in 70 to 80% 
of office patients and 60 to 70% of hospi- 
talized patients...with a less than 2% re- 
ported incidence of significant side effects. 
This excellent clinical history plus the 
added benefits of a simple dosage schedule 
and significantly greater economy make 
Nardil well suited for the treatment of most 
depressive states. 


Full dosage information, available on request, 
should be consulted before initiating therapy. 


*Sargant, W.: Brit. M. J., p. 225-227, (Jan. 28) 1961. 
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and anxious 
patient... 


the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


a @ SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 
impairing mental acuity, motor control or normal behavior. 


@ ECONOMICAL for the patient—daily cost is only a dime or so more than 
for barbiturates. 


Meprospan-400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 


Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 
each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


(WALLACE LABORATORIES / Cranbury, N. J. 


CME-4232 


Vi 


| 4 
= | 


AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterwards. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JoURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 
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AVAILABLE NOW 


INCREASED POTENCY 
GREATER ECONOMY 


400 


(brand of amphenidone, 400 mg.) 


impressively effective against tension headache’ 


Dornwal 400 relaxes the musculature of the head and neck involved in tension headache and by 
doing so breaks the vicious cycle between psychological tension and muscular tension. Dornwal 400 
also relieves anxiety and tension states quickly and effectively, usually without sedation or drowsi- 
ness. It is particularly suited to the active patient because it is relatively free from side effects such 
as depression and depersonalization. Some patients are relieved of their symptoms in as little as 
half an hour. 


Dornwal 200 (amphenidone, 200 mg.), for similar conditions where lower dosage levels are adequate. 
Dornwal 100 (amphenidone, 100 mg.) is effective in the treatment of emotionally disturbed children. 


Supplied: Dornwal 400—400 mg. green scored tablets. Dornwal 200—200 mg. yellow scored tablets. 
Dornwal 100 (Pediatric)—100 mg. pink tablets. Bottles of 100 and 500. 


(Mattia Maltbie Laboratories Division 
Wallace & Tiernan Inc., Belleville 9, N. J. 
*Dixon, H. H.; Dickel, H. A., and Dixon, H. H., Jr.: (Pedjatric) 


“Clinical and Electromyographic Appraisal of Amino- 
phenylpyridone,"" Northwest Med. 60:27 (March) 1961.  daadiaamid Dornwal 200 Dornwal 100 
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whe ting. 


: Tr j afo n maintains behavioral 


improvement in the wide range of social settings 


Available in 4 mg., 8 mg. and 16 mg. Tablets, Injection and Liquid Concentrate. For complete 
details, consult latest Schering literature available from your Schering Representative 
or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


$.620 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the cec of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify noLuDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 

When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets), 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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anxiety relief—with a remarkably low incidence of drowsiness 


Because effective antianxiety measures include: 

- retaining clarity of mind, sound judgment, precision skills 

- retaining natural zest, sense of contact, interest in life 

- avoiding ataxia, drug-linked weight gain, destructive impulses 
- avoiding jaundice, blood dyscrasias, extrapyramidal reactions 
Indications: For use in the common anxiety-tension states, as well as in 


virtually all conditions in which heightened tension is a barrier to mental 
or somatic well-being. 


Dosage: The usual dosage in adults is one tablet three times daily, preferably 
just before meals. In insomnia due to emotional tension, an additional tablet 
at bedtime usually affords sufficient relaxation to permit natural sleep. 


Supplied: Pink, coated, unmarked tablets, 200 mg., bottles of 100. 


Before prescribing or administering sTRIATRAN, the physician should consult the 
detailed information on use accompanying the package or available on request. 


MQ) MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 
WEST POINT, PA. 


EMYLCAMATE 


STRIATRAN IS A TRADEMARK OF MERCK & CO., INC. 
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FOR FLEXIBLE 
INSTRUMENTATION 
INCORTICOGRAPHY 


e Completely universal and extendable 
arms and electrodes 


Write for Up to 20 electrodes 
descriptive literature 


and prices on: e Easily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS @ Fully autoclavable 
ae © Spring mounted spherical 


SHOCK THERAPY EQUIPMENT silver electrodes 


DCRAFT ELECTRONIC CORP. 


designers an nufacturers of diagnostic 
_ and therapeutic equipment for the medic r 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


1am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not “just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia *—'‘a normal mental state.’ This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 


to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 


tension /anxiety in your practice. 
(ro 
Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe “Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961, A.P. CO. *Stedman's Medical Dictionary. 
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ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 


LISTICA by ARMOUR = allays TENSION/ANXIETY... 
maintains acuity... promotes eunoia’*. . 
facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


LISTICA—Hydroxyphenamate, Armour, 


LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension /anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies" in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"!3 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 
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grounds privileges 
control of symptoms assured 
and no more “pills” until bedtime 


with qi2h Thorazine’ Spansule’ therapy 


brand of chlorpromazine brand of sustained release capsules 


N.B.: For complete information on indications, dosage, side effects, cautions and contraindications, 
see: Thorazine® Reference Manual, The Treatment of Hospitalized Psychiatric Patients with Thorazine®, 
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PSYCHIATRY AND LAW: 
USE AND ABUSE OF PSYCHIATRY IN A MURDER CASE' 


FREDERICK WISEMAN 2 


The murder case I shall discuss illus- 
trates rather dramatically many of the cur- 
rent problems in the inter-disciplinary field 
of psychiatry and law. As you read this 
case study I would like you to consider 3 
principal points : 1. Psychiatric expert testi- 
mony is too complex, both emotionally and 
intellectually for a jury and judge to under- 
stand, accept and use to make a just dis- 
position of a particular case ; 2. The tech- 
nical phrasing of the legal test of criminal 
responsibility is less important than the atti- 
tude toward crime represented by the test ; 
3. The courtroom confrontation of psychi- 
atrists with different theoretical orientations 
leads only to chaos, disrespect and interfer- 
ence with the needs of the community and 
the disposition of the unique problem of 
each offender. 

On April 20, 1957 at 1:15 pm., Jim 
Cooper, a 23-year-old airplane mechanic 
from Roxbury, Mass., walked into the hall- 
way of an apartment house in Brookline, 
Mass. His former fiance Connie Gilman 
lived in the second floor apartment with her 
parents. Cooper stopped in the hall and re- 
leased the safety latch on the Belgian auto- 
matic .38 in his pocket, climbed the stairs 
and rang the Gilman’s bell. He took the 
gun out as Connie opened the door. She saw 
him standing waiting in the hallway with 
the gun in his right hand. Their eyes met. 
Cooper said to himself, “Jim, shoot, shoot.” 
He couldn't pull the trigger. Connie 
slammed the door. Cooper shut his eyes and 
shot and shot, 9 times. He ran out of the 
house and after telling a policeman four 
times that he had committed murder finally 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 8-12, 1961. 

2 Lecturer-in-Law, Boston University Law 
School, Boston, Mass. ; Russell Sage Foundation 
residency, Dept. of Social Relations, Harvard 
University. 


convinced the officer to take him to the 
Brookline Police Station. Later when asked 
by a detective whether he fired with intent 
to kill, Cooper said, “I fired to blow her fuck- 
ing head off. How many times do you want 
me to tell you ?” At another time he said, 
“After it happened, I didn’t even seem to 
realize what it was—it didn’t seem real, I 
never saw her actually get shot; I never 
seen the bullet enter her body ; I said, “This 
didn’t really happen.’ But I knew it did . . . 
I thought, ‘Jim you must have killed her.’ 
I didn’t know, but I thought I must have. 
It just seemed to me that all my life I was 
bound to end up in the chair. If that was 
ew it was, that was the way it would 


Cooper met Connie Gilman in 1949 when 
he was 16 and she 12. They became en- 
gaged in 1954 when Cooper was in the Air 
Force. Connie and Jim exchanged wedding 
rings and made plans to be married. How- 
ever, as often as the plans were agreed on 
Connie changed them, frequently at her 
mother’s insistence. She always said, “Yes,” 
and then, “No.” After Cooper’s discharge 
from the Air Force in 1956 he went to work 
in California and the yes—no pattern con- 
tinued. Finally, in April 1957 Cooper came 
to Boston determined to marry Connie or 
get his ring back. Connie and her mother 
were reluctant to return the ring. Cooper 
was later to describe his feelings at that 
moment saying : 


I became very upset at that time. I recall Con- 
nie saying, “Jim you're all red.” I didn’t say 
anything. At that time I had the idea that it was 
an utterly hopeless and solutionless and impos- 
sible situation which I had become entangled 
in and that I wanted to kill Connie Gilman. I 
fought this emotion down, kissed her goodbye, 
walked out of the house: I said, “Jim, you bet- 
ter get drunk. You'd better get good and drunk, 
not just happy and sad, completely comatose.” 
So I got in the Chevrolet that I had rented and 
drove to a bar somewhere in the vicinity of 
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Kenmore Square. I went into the bar and had 
two shots of bourbon ; took off my jacket. I 
remember I stared at some middle-aged women 
sitting there, staring directly at me. I felt, 
“Well, even that woman there doesn’t even 
know you. She realizes what a big chump you 
are.” And I thought of how Mrs. Gilman 
thought what a big chump I was, and how 
Connie either thought that or was using me. 
And I said, “This is the end.” I went out to the 
car ; I took my gun out of the glove compart- 
ment, put it in my jacket pocket, drove back to 
the house, parked the car. I got out of the car 
and started to cross the street and a number of 
ideas passed through my head. First, “I am 
going to kill her; I am going to put this gun 
right up against her forehead and pull the 
trigger and then I shall do the same for my- 
self.” 

Second, the second was, “Jim this is fool- 
ish, there must be some kind of a solution. 
She said that she would get the ring out of the 
bank on Monday.” And I thought, “Yes, she 
did.” She also knew that my plane was leav- 
ing the airport at 7:00 on Monday morning 
and I would not be in Boston in time to get 
the ring. 

And if she really wanted to give me the 
ring, she would have already done so. And if 
I waited until Monday, lost another day of 
work, she would probably give me some kind 
of stall or excuse again. And I then thought, 
“Jim, you don’t really want to die, do you ?” 
And I said, “No.” And I said to myself, “But 
you are going to let them get away with it ?” 
And I says, “No.” I said, “Do you realize if 
you do this they will electrocute you ?” And I 
said, “Yes.” 

And then I thought of my father. I do not 
know why, it just shot through my head for a 
minute. And I came to the conclusion that that 
was exactly what I deserved, and that it fitted 
in with the idea that I have always had, that 
I would never live to be 30 years old and that 
I had adopted the attitude while in the serv- 
ce: live fast, die young, and have a good- 
looking corpse. . . . 


I suppose all of you are familiar with the 
legend of King Midas. If you recall, he was 
a man who, that everything he touched 


would turn to gold . . . let us say that my 
name is King Shitus. 

These brief quotations will, I hope, give 
you some sense of the man who killed this 
girl. 

In a period of 17 months Cooper was 
seen by nine psychiatrists and three psy- 


chologists as well as a series of social work- 
ers representing various state agencies. The 
purpose of this paper is : 1. To discuss and 
evaluate the variety of purposes served by 
psychiatric expert testimony in the pre-trial, 
trial and post trial phases of this murder 
case ; 2. To offer some general comments 
about present and proposed relationships 
between law and psychiatry. 


PRE-TRIAL 


The first contact between law and psychi- 

atry occurred when by Court order Cooper 
was sent to the Bridgewater State Hospital 
for a 35-day observation period. He was 
returned to the jurisdiction of the Court 
and the examining psychiatrist wrote in his 
report to the judge, 
No evidence has been elicited that he is in- 
sane. Memory, judgment and insight are in- 
tact and he is not deluded. It is the opinion of 
the staff that he is not insane and is responsi- 
ble for his conduct. His return to Court for 
disposition is therefore recommended. Diag- 
nosis : Without Psychosis-Emotional Instabil- 
ity. 

The next step in the State’s psychiatric 
assessment of Cooper was the Briggs Law 
examination. This now famous statute, 
passed in part to avoid a court-room battle 
of experts requires that an examination be 
conducted of an accused in capital cases, 
“with a view to determine his mental con- 
dition and the existence of any mental dis- 
ease or defect which would affect his 
criminal responsibility.” The Commissioner 
of Mental Health appointed two state hos- 
pital superintendents as the Briggs Law 
Examiners. Their findings, submitted on a 
form prepared by the State for this pur- 
pose, were meant apparently to contribute 
to the understanding of this man. They re- 
ported to the Commissioner : 


Report To Department of Mental Health 
(On mental examination of prisoner under 
Section 11A, Chapter 123, General Laws. ) 


Habits : Alcohol 
Drugs: Use denied 
Sex : No abnormality noted 


Social Adaptability and Interest in Social Life : 
Feels he is quite sociable and gets along well 
in general but quick tempered. Likes to attend 
beach parties, house parties, and dancing. In- 
terested in modern music. 
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Psychiatric Findings : 

Subject was cooperative to interview in gen- 
eral. He handled himself well and was aware 
of the seriousness of his situation and under- 
stood his legal rights. He was normally pro- 
ductive. No evidence of depression or other 
mood disturbance. No hallucinations or delu- 
sions elicited. No evidence of psychosis. Psy- 
chological tests show C.A. 23 years, M.A. 
16 8/12 years, I.Q. 1.04. Subject is not insane 
or mentally deficient. 


State Definitely Whether in the Opinion of 
the Examiner, the Prisoner is Suffering from 
Any Mental Disease or Defect which Would 
Affect His Criminal Responsibility : 

In our opinion, the prisoner is not suffering 
from any mental disease or defect which would 
affect his criminal responsibility. 

The effect of these State ordered psychi- 
atric examinations was that Cooper was 
competent to be prosecuted as a normal 
murderer. 

Cooper admitted the murder. Yet, by law, 
he had to plead “not guilty” once the State 
determined he was competent to stand trial. 
In Massachusetts the test of criminal re- 
sponsibility is a combination of M’Naghten 
and Irresistible Impulse. The State-ap- 
pointed defense counsel had to present evi- 
dence that Cooper did not “know the dif- 
ference between right and wrong” and/or 
was not able to “resist the impulse to kill.” 
This kind of a defense could only be made 
through psychiatric expert testimony. Coop- 
er’s counsel sought assistance from senior 
members of the Boston psychiatric commu- 
nity but was unable to successfully solicit 
their interest in the case. After considerable 
effort defense counsel succeeded in finding 
a psychologist and 2 young psychiatrists 
who were willing to serve as defense ex- 
perts. The two psychiatrists saw Cooper 
and submitted written reports to defense 
counsel. One wrote : 


I see no evidence that this patient is not aware 
now or was not aware at the time of the 
murder of the nature and consequences of his 
destructive acts. However, it is apparent that 
he has been suffering from a personality dis- 
order characterized by a low tolerance to frus- 
tration and behavior which would bring about 
immediate gratification to his instinctual needs. 
This behavior has at times been antisocial in 
nature and the patient has felt little conscious 
remorse or guilt about these acts, especially 


the recent murder of his girl friend. On the 
other hand, there is evidence that since age 9 
he has been subject to a pathological drive to 
be punished for the accidental death of his 
father for which he has unconsciously, and 
sometimes consciously, felt responsible. 

If this man had been brought to a psychi- 
atrist at any time since . . . age 12 it would 
have been evident that he was definitely in 
need of psychiatric help. 

Formal Diagnosis : Personality Disorder. 


The defense psychiatrists unlike the 
Briggs Law Examiners included in their 
reports accounts of some of Cooper’s feel- 
ings and experiences which, isolated from 
the rest of his life, provide some under- 
standing of the emotional problems that 
led to the murder. Cooper’s father died 
when the boy was 9. Mr. Cooper slipped 
on the ice chasing his son insisting he wear 
a warm cap on his way to Hebrew school. 
Cooper felt he killed his father. Afterwards, 
there were many self-defeating and de- 
structive acts connected, in one way or 
another, with these feelings. As a 12-year- 
old he swallowed iodine rather than go to 
Hebrew school ; at 15, he was badly bruised 
when he insisted on fighting 5 boys who 
attacked him swinging garrison belt buckles. 
Also, at 15 a B-B pellet pierced his right 
eye when he and another boy were playing 
with a gun. In the Air Force a buddy saw 
him with a pistol pointed at his head and 
talked him out of the suicide attempt. In 
Boston on leave from the Air Force he 
fought with another of Connie’s suitors and 
spent 2 weeks in hospital with a broken 
nose. As an Air Force mechanic Cooper 
felt guilty about the death of two pilots 
despite the fact that an Air Force investiga- 
tion determined their death was due to 
pilot error rather than mechanical defect. 
Also, the defense psychiatrists pointed to 
another incident that tragically demon- 
strated Cooper’s inability to handle his 
feelings. One time a stranger began to an- 
noy a girl he was with, but Cooper, unable 
to tell the man to go away, contained his 
rage and anger until, bursting, he whacked 
the stranger over the head with an empty 
beer bottle. 

The second defense psychiatrist confirmed 
his colleague’s pre-trial diagnosis and wrote, 
“I do not believe he (Cooper) can be 
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labelled a psychotic.” The defense psychi- 
atrists were convinced that Cooper was an 
emotionally sick human being badly in 
need of psychiatric treatment and that the 
murder was a violent expression of his ill- 
ness. 

The defense counsel had to proceed with 
the trial knowing his client to be a very 
sick young man but aware that under the 
existing legal standards Cooper’s behavior, 
the murder, of course, aside, was probably 
not sufficiently bizarre to qualify him for a 
M’Naghten acquittal. 


TRIAL 


A jury of men and women were asked 
to listen to the psychiatric assessments of 
Cooper and reach their decision on the issue 
of his “responsibility.” This charade was 
built on the myth that the jury was capable 
of absorbing, understanding and acting on 
a complex psychiatric explanation of the 
murder as well as evaluating the differences 
in point of view revealed at trial. 

The first defense psychiatrist testified that 
Cooper was suffering from a mental illness 
which he defined as, “an abnormal variation 
of a person’s mood and abnormal variation 
of a person’s thinking processes or an ab- 
normal variation of a person’s behavior.” 
The judge excluded any testimony that 
Cooper had been in need of psychiatric 
help since age 12. In an effort to fit the 
“irresistible impulse” test requirements the 
psychiatrist testified, “that this man was in 
a state of great emotional tension, that he 
was obsessed with the need to obtain some 
decision from Connie Gilman . . . he was 
obsessed with either getting the ring back, 
or getting her to marry him, or getting her 
to give some definite opinion about their 
status.” 

In this adversary proceeding the State 
had to rebut this testimony and make its 
case that the murder was “premeditated,” 
that Cooper knew “right” from “wrong” and 
that he did not commit the murder under 
the pressure of an irresistible impulse. The 
prosecuting attorney tried to lead the de- 
fense psychiatrist to these conclusions while 
simultaneously discrediting the direct testi- 
mony. 

This defense psychiatrist had written in 
his report to defense counsel that, “At no 


time did he (Cooper) express regret that 
her life had been interrupted.” The State’s 
Attorney reasoned that if Cooper did show 
regret then he would know that his act was 
“wrong” and therefore knew the difference 
between “right” and “wrong.” He proceeded 
this way : 


Q. So I ask you, sir, in your opinion . . . was 
he or did he indicate in any way that he 
was sorry that he killed this girl. 

A. He did not say he was sorry he had killed 
a girl and he was expecting the electric 


. Doctor. Can’t you answer that question 
Yes or No? 
I can only answer it on the basis of what I 
observed. I observed that . . . 
What is your opinion doctor ? Was he or 
was he not sorry that he killed the girl ? 
My opinion is that he regretted killing the 
girl but somehow felt it was in the cards, 
that something like this was going to hap- 
pen in his life, and that he had no control 
over it, and this is the way it was going to 
be, he was going to get the chair and here 
it comes. 

Q. So your answer is, doctor, that in your 
opinion from your examination of him he 
was sorry that he killed the girl ? That is 
true, isn’t it P 

A. I would say he was sorry but felt there was 
nothing he could do about it. 

Q. Doctor, are you trying to hedge on the an- 
swer ? 

A. I am trying to give you an accurate answer 

as to what I felt was going on in this man’s 

mind. 


OF O 


The prosecuting attorney asked this wit- 
ness to define personality disorder. The 
doctor replied in words probably only com- 
prehensible to a person who already knew 
and was ready to accept a psychiatric ex- 
planation of behavior : 


A. Now, personality disorder, the identifying 
symptom in such a case is where someone 
handles their anxieties and their feelings 
which disturb them by action rather than 
having psychotic symptoms such as hal- 
lucinations, delusions, or having anxiety 
such as somebody who is—or phobias such 
as social fears and things of that kind, or 
is opposed to somebody who might have a 
disturbance of their mood in which they 
might be grossly euphoric or extreme de- 
pression. 


Q. Will you tell us what the personality dis- 
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order . 
ill is ? 

. I feel that under the general category of 
personality disorder this man falls into 
really two types, two sub-types of person- 
ality disorder. These are: 1. Passive ag- 
gressive personality .. . 

. Well, now stop right there. What does that 
mean ? 

. Passive aggressive personality refers to a 
type of individual whose behavior charac- 
teristically throughout their life reveals two 
main trends : one is a passive obstruction- 
ism ; two is overt aggressive uncontrolled 
outbursts. . . . Would you like me to give 
some examples from this case ? 

. From this case, please, doctor. 

. I think you have heard very well described 
by the mother and by the sisters this man’s 
attitude around the home. For instance, his 
mother would suggest that he do something 
and rather than tell her overtly that he 
would not do it, as a normal person would 
do, he simply went out and did something 
else. 


. . that makes this chap mentally 


Later in the cross-examination the doctor 
was asked : 


Q. Well, now, by your statement, doctor, do 
you mean to tell us that this inner feeling 
and this problem, this deep-seated con- 
sciousness of guilt regarding the death of 
his father, was responsible for him going 
up, taking the gun out, going upstairs and 
killing this girl. 

A. It played a great part, in my opinion, in his 
getting involved in an event for which he 
would obviously receive a great deal of 
punishment. 

Q. Upon what theory do you base that, doc- 
tor ? 

A. This is based on the common psychiatric 
technique of explaining a pattern of ac- 
tivity or a pattern of thought in the person’s 
life by the type of events to which they 
were subjected, the types of stress, actual 
and traumatic events to which they were 
subjected in their younger years, and in 
this man’s case this was an extremely trau- 
matic event, as it would be in any child, 
sir. 


The second defense psychiatrist sup- 
ported his colleague’s testimony and in an 
effort to span the separation between psy- 
chiatry and law testified that a, “personality 
disorder is characterized by impulsive ac- 


tion of a very sudden onset in the particular 
individual concerned.” Then, this confusing 
exchange on the meaning of the word “nor- 
mal” took place. As you read this cross- 
examination please note the psychiatrist 
testifies that Cooper’s behavior was con- 
sistent with his personality disorder but the 
prosecuting attorney tries to take this to 
mean that Cooper was “normal” as opposed 
to emotionally ill. The reference is to the 
beer bottle incident. 


Q. Now, doctor, it is just a question of degree 
isn’t it, because supposing we have the 
same set of facts and the man stands up 
and strikes this chap with a fist. Is he a 
man of personality disorder ? 

. I would say perhaps less, sir, on that par- 
ticular symptom. I think there is a grada- 
tion, I agree with you, and I think people 
may push, people may hit, people may in- 
sult each other, may each look angry. 
There are all kinds of degrees, and I think 
where you draw the line and what you call 
pathological or what you call abnormal is a 
question of degree and one of opinion. I 
would consider for Cooper this was not an 
abnormal reaction. 

. A normal reaction for him ? 

. For Cooper because he is a personality dis- 

order. 

. = you say that was a normal action of 

his 


= he reacted in a typical fashion for 
Now, when you say pathological what do 
you mean, doctor ? 

. Abnormal... 

. And what do you mean when you say ab- 
normal ? 

. Symptomatic of mental disease. 


> OF © > © PO 


The psychologist who tested Cooper with 
the Rorschach, Wechsler-Bellevue, Draw-A- 
Person and Thematic Apperception Tests 
also testified at the trial. The psychiatrists 
had told the jury many intimate details of 
Cooper’s life. However, the psychologist 
talked of Cooper’s feelings and fantasies in 
a complex but frank way acceptable to a 
case conference but perhaps inappropriate 
when addressed to unsophisticated jurors. 
On cross-examination the psychologist was 
asked to give illustrations of Cooper's re- 
sponse to the Rorschach Test. She read his 
response to one of the cards ; 
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Two mole-like creatures fighting over a blanket 
of cloth, trying to shoot at each other. Rays are 
coming out. The rays are hitting at each other 
and neutralizing out, and when the rays meet 
they form a bomb, fall into the bottom and 
create an uproar. These two pink colors are 
climbing and these rays are clashing in here 
and a bomb is creating this. The coloration 
suggests heat ; it seems like two rays are hit- 
ting each other and interacting and combatting 
each other, generating this part and in turn 
producing this splitting action. 


This exchange then took place : 


Q. Well, will you tell us how many of these 
answers made you determine that he had, 
we will say, a depressed mood to begin 
with ? 

A. I would say it depends on certain ratios in 
the scoring symbols, it just isn’t done that 
way. 

Q. Can you tell us, ma’am, how many symbols 
made you think he went to a high level and 
then became unstable, from a depressive 
state to an exhilarant state ? 

A. I would say this depends—if I may—this is 
quite technical, but it would depend on 
what we call the CF ratios, which, the 
color response which have little form, if 
these are greater than the number of hu- 
man movement responses, this is a sign of 
impulsivity. The degree of the number of 
shading responses and blacks and greys re- 
fer to the depressed sense. Again I insist 
I am oversimplifying. But this is the basis 
for coming to these conclusions. 


A properly trained person might under- 
stand this explanation. A serious offer of 
this kind of material to a jury is farce. 

The psychologist was then asked to con- 
tinue her explanation of Cooper’s sexual 
attitudes. The following testimony refers to 
such emotionally neutral subjects as murder, 
incest, impotence and sexual promiscuity. 
The psychologist testified : 


A. His sexual problems have been touched 
on above but it seems necessary to point up 
again his anxiety about being inadequate 
as a male, and his attempt to seek substi- 
tute phallic symbols as some kind of com- 
pensation for his perceived superiority. 

Q. Would you stop there ? Would you tell us 
what that means ? 

A. Well, the first thing it says is that he has 

some doubts about his masculinity, about 

being powerful enough of a man, and one 
way of trying to deal with his feelings of 


this sort is he is attracted to objects which 
are symbolic of masculinity and which he, 
therefore, is attracted to to compensate for 
these feelings. 

. All right. If you will go on. 

. Thus, guns, rifles, big cars, weapons are 
perceived by him in very erotic, highly 
charged ways, and reflect among other 
things his attempt to assert himself as a 
powerful male, and protect himself from 
assault from others. 

Q. Well, now, do I understand from that that 
the fact that he has a gun or that he might 
have a Cadillac or a big car, that that is 
the way to hide male impotency ? 

A. That is the way to compensate for feelings 
= male masculine inferiority, the feelings 

it. 

Q. Would you say that people who have guns 
and that those that drive in big automo- 
biles, that they all feel that they are im- 
potent or they have male problems ? 

A. I would not. 


Later, in this cross-examination, the class- 
ical theme of incest was introduced : 


Q. Will you read the last sentence ? 

A. In this connection, too, there is evidence 
of a marked feminine identification, which 
is not surprising in the light of his anxiety 
over his incestuous wishes, and his image 
of masculinity as sadistic and destructive, 
which is too anxiety provoking for easy 
identification. 

. Now, what does that mean ? 

. Well, the first thing means, and I say, “evi- 
dence of a marked feminine identification,” 
I think that the young man who is brought 
up in a household of women does tend to 
identify, perhaps more with female-like 
values, characteristics and interests. 

Q. Of course, isn’t that a fact that anybody 
whose father died when he was young and 
had three sisters would be in exactly the 
same category ? 

A. I would agree, “which is not surprising in 
light of his anxiety over his incestuous 
wishes.” 

. What are “incestuous wishes ?” 

This comes from some Freudian theory 

about attitudes of young male children to- 

ward their mother. 

Q. Well, now, where there are incestuous 
wishes, you are referring to incest, are you 
not P 

. Not literally, no. 

. I mean, that is the word, incestuous wishes. 
What do these two words mean, then, 
ma’am, incestuous wishes ? 


PO 
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try 
Would you answer the question, please ? 
I would have to answer in that way. 
. You may. 
I have used the word so I must tell you 
how I have used it. 
Yes. 
This refers to the kind of attachment that 
young sons have for their mother, in, oh, 
around 4 or 5 and 6 years of age, and this 
ties up with the mother in which the 
father is often seen as someone who gets 
in the way of spending all the time with 
the mother. 

Q. So that has nothing to do with the word or 
bo the thoughts of having incest, does 
it 

A. No, I didn’t use it in that way. 


PO 


Then in the form of, “If you knew—would 
that change your opinion ?” questions, the 
State’s Attorney proceeded to review Coop- 
er’s sexual experience. This line of question- 
ing ended in the following colloquy : 


Q. Assuming those facts, would that not 
change your opinion, as to the fact that 
he claimed or—your findings that he was 
inadequate as a male ? 

A. Not in the least because it is part of his 
whole pattern of denying his fear by doing 
the very thing he is afraid of. 

. Would you explain that a little more. 
Sure. I think it is like the child who whistles 
in the dark, who is terrified of jumping 
down from something and jumps down five 
times to prove that she is not afraid, and 
this is what I think is happening, this is 
what that kind of evidence would mean to 
me. 

The Court : I don’t get that. You mean the 

way to prove that you are inadequate sex- 

ually is to keep having sexual intercourse, 
or what ? 

The Witness : No. In order to keep proving 

that he is not inadequate to himself is to 

continue having sexual relations because . . . 

The Court: Don’t you think that would 

satisfy him that he was adequate ? 

The Witness : Well, unfortunately, I think 

that these things don’t happen that way, 

that if the feeling is very deep within a 


person... 
The Court: Have you had any personal 
experience ? 
The judge's reaction is after all only one 
of a number of possibilities, some of which 


must have occurred to the jury. Suppose, 
for example, individual jurymen possessed 
guns, rifles, or big cars, might they fear a 
psychologist’s similar verdict about them ? 
They might know, for certain, that it 
couldn’t be true for them. How, therefore, 
could it be true for Cooper? It is pre- 
posterous to presume that a jury is any 
more ready to accept and understand 
this kind of interpretation than any other 
unprepared individuals or group. 

The State had to rebut this complex 
testimony. The State’s theory was that 
Cooper was normal. The two psychiatrists 
who conducted the Briggs Law examina- 
tion were called. The first, asked for his 
definition of psychosis, said, “Insanity, 
mental illness and mental disease.” The de- 
fense psychiatrists had, it will be remem- 
bered, characterized personality disorder as 
a mental illness. The State psychiatrist then 
defined personality disorder in this crisp 
scientific language, “It means a variation in 
the behavior of the person from the usual 
behavior pattern.” The prosecuting attorney 
then asked this simple question : 


Q. Well, doctor, in relation to character dis- 
order or personality disorder, is it your 
opinion as an expert that a person who has 
a personality disorder, does that person 
know the difference between right and 
wrong ? 

A. Yes. 


The colloquy continued: 

Q. Now I ask you specifically in relation to 
this defendant, doctor, what was your con- 
clusion after receiving from him his history 
and the examination of him as to his in- 
sanity or being sane at the time you ex- 
amined him ? 

A. I felt that he was perfectly sane and had 
not mental illness or a psychosis. His mood 
was normal. It wasn’t depressed. It wasn’t 
exhilarated. His memory was normal in 
every way. He had no delusions or hal- 
lucinations. His attitude with us was nor- 
mal, cooperative, friendly. His intellectual 
omeety was tested and found to be nor- 


Q. Now, doctor, I ask you, have you formed 
an opinion as a result of your examination 
as to what his condition was on the day of 
the crime, April 20th, this year, sir. 

A. In my opinion he was perfectly sane at 
that time and had no mental illness. : 
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Q. When you say he was perfectly sane, I ask 
you whether at that time, in your opinion, 
he knew the difference between right and 
wrong, doctor. 

A. Yes, he did. 


The other Briggs Law Examiner con- 
firmed his colleague’s testimony. The two 
Briggs Law experts testified that together 
they had done a mental status examination 
of Cooper during a single interview of one 
hour and ten minutes. In their court appear- 
ance one doctor testified that he knew the 
father died when Cooper was 9 but did not 
know the circumstances of death, the other 
said he did not recall asking whether the 
father was dead or alive. One testified that 
he knew of the gang beating, the other said 
he knew nothing of it. One testified that he 
knew of the fight over Connie which re- 
sulted in a broken nose and hospitalization, 
the other said he knew nothing of it. One 
testified that Cooper had told of the near- 
suicide attempt in the Air Force, the other 
said he knew nothing of it. One testified that 
he knew of Cooper's guilt over the death of 
the pilots, the other said he knew nothing 
of it. 


This concluded the presentation of psy- 
chiatric expert testimony. 
The judge charged the jury along the 


classic M’Naghten, Irresistible Impulse 
lines. Theoretically, this was meant to help 
the jury understand the psychiatric expert 
testimony and its relation to the tests of 
criminal responsibility. One way of estimat- 
ing how much of the testimony the jury 
understood is to examine the degree of 
comprehension shown by this experienced 
jurist. In the course of his charge the judge 
reviewed the qualifications of the expert 
witnesses. The psychologist testified that 
she received a B.A. degree from Brooklyn 
College in 1945 and a Master’s and Ph.D. in 
psychology from Cornell University. The 
judge in his charge said, 


We had another witness who was not a doctor 
of medicine, but she has a Doctor’s degree. I 
do not know whether it is in psychology or 
philosophy. But she is a doctor and has a 
Master’s degree, and she has been out of col- 
lege longer than the doctors. She got through 
college in 1948. Took up the study of psy- 
chology which is the study, of course, of the 


human mind. 


In discussing the testimony of the second 
defense psychiatrist, the judge commented : 


Dr. .... said that the defendant is suffering 
from a severe mental disease and the particular 
disease that he is suffering from is a personality 
disorder. He gave—I think you recall, and if 
you don’t why pay no attention to what I say 
—he gave a different meaning to personality 
disorder than some of the other doctors. He 
said, “Personality disorder is characterized by 
impulsive action of a very sudden onset in the 
particular individual concerned. There are 
many features of this particular illness which, 
if I may, I would like to read.” But he was not 
allowed to read them, of course, because we 
were to listen to his testimony as to which he 
could be cross-examined, and not what some- 
body had written in a book, somebody of 
whom we know nothing at all. Now, of course, 
the fact that a person is highly emotional, suf- 
fers from a personality disorder, was defined 
by others as you would probably define it. A 
departure from the normal behavior pattern 
does not excuse a person for killing another 
person. But, as I have said, Dr. .... used the 
words in a different sense and it is to his—and, 
of course, you consider the meaning he gave 
the words in considering his testimony—a per- 
sonality disorder, he spoke of, as characterized 
by impulsive action of a very sudden onset in 
a particular individual—and if you give weight 
to that opinion, if you believe that, you may 
consider it of importance in determining 
whether the defendant there was suffering 
from an irresistible impulse. Whether he was 
under a compulsion to kill that he could not 
resist. 


The judge had no difficulty in recounting 
the testimony of the State’s psychiatrists 
for they had testified that Cooper was “per- 
fectly sane.” The judge, in summarising, 
quoted the testimony of one State expert : 


He felt that he was perfectly sane and had no 
mental illness or psychosis. His mood was 
normal and he was not depressed and was not 
exhilarated ; his memory was normal in every 
way; he had no delusions or hallucinations. 
And his attitude with us was normal, coopera- 
tive, friendly. His intellectual capacity was 
tested and found to be normal. 


The fact that Cooper’s motive for killing 
Connie Gilman was complex and obscure 
and probably difficult even for the psychi- 
atrically-trained person to understand made 
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no difference. The jury was supreme. For as 
the judge said : 


That question whether that mental disorder 
was insufficient to excuse him from crime or 
sufficient to excuse him from crime is not to 
be decided by expert witnesses, but is to be 
decided by you, getting any help you can from 
the expert witnesses and from what you your- 
selves have observed as the defendant testified. 


When the judge concluded his charge, 
Cooper made a statement to the Court and 
jury saying, “It is my opinion that any de- 
cision other than guilt, guilty of murder in 
the first degree, with no recommendation 
for leniency, is a miscarriage of justice.” 

The jury, asked to correlate the testimony 
with the definition given in the instructions, 
found Cooper guilty of murder in the first 
degree and did not recommend leniency. 
The judge was obliged to sentence him to 
be electrocuted. After listening to the sen- 
tence, Cooper said, “Thank you.” 


POST TRIAL 


There have been no executions in Massa- 
chusetts since 1947. After the conviction 
was affirmed by the Massachusetts Supreme 
Court, defense counsel, family and public 
petitioned the Governor to commute Coop- 
er’s sentence. Cooper, aware of the appeals 
on his behalf, wrote the Governor : 


Now I do not ask for death in the form of 
punishment, but as mercy. Mercy in the guise 
of release from a life which is no longer honor- 
able nor desirable. My wish is that you can 
put aside your moral regrets and do your duty, 
even as I have done mine. 


In another letter to the Governor he wrote, 


If I could but feel that I honestly regretted 
my actions, I would welcome the prospect of 
imprisonment and rehabilitation. However, 
while I do not lack the qualities of pity or com- 
passion, I do not feel one iota of remorse for 
the crime I have committed. It is not the 
enormity of the crime itself, but the ease with 
which I justify it to myself that precludes the 
possibility of my ever returning to society 
again. Under these conditions, execution is the 
only logical conclusion. 


At the Governor's request the Commis- 
sioner of Mental Health started a study of 


the case to determine if Cooper was too 
sick to be executed. The State psychiatrists 
who conducted this examination had a 
theoretical orientation and personal training 
that was substantially similar to the defense 
psychiatrists. Five psychiatrists and one 
psychologist were involved in this post trial 
study of Cooper. Cooper was seen often by 
one or another of this group in the following 
6 months. During this study period many 
reports were written to the Commissioner. 
One psychiatrist wrote : 


Mr. Cooper is a pleasant, intelligent and re- 
sponsive young man who shows no evidence of 
psychosis, nor does he show on first examina- 
tion a sufficient degree of mental illness for me 
to recommend hospitalization (were he simply 
to walk into my office). 


And further, 


It is quite probable that once it is definite 
that he will not be executed the depression 
might deepen to the point of making a suicide 
attempt. . . . I do not think he should be killed, 
but at the moment at least, I cannot say that 
he is too “mentally ill” to be killed (whatever 
that means). 


A State psychologist gave Cooper the 
standard psychological tests and concluded : 


While on the surface this patient appears to 
be neurotic, his core problems and the de- 
fenses against them are psychotic in nature. 
His crime and his desire for destruction seem to 
be not a sudden eruption occurring in an other- 
wise normal person, but they seem to repre- 
sent an attempted solution to a psychological 
conflict which had its beginnings in the early 
phases of childhood. Given his personality one 
might say that he had no choice but to act 
compulsively as he did. 


The final report of this team to the Com- 
missioner stated : 


We find Mr. Cooper an interesting challenge in 
addition to being genuinely interested in him 
as a human being. Our impression is that he 
is quite treatable and might some day be a 
useful member of society. I hope we have the 
opportunity to continue working with him. 


The Commissioner of Mental Health and 
the Commissioner of Correction each recom- 
mended commutation of sentence to life 
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imprisonment. When Cooper was told the 
Governor was about to approve their recom- 
mendations he hanged himself. 


CoNCLUSION 


In the disposition of the case of this 
murderer the Law and the State turned to 
psychiatry for assistance for a variey of 
purposes. 1. The Court ordered a psychi- 
atric examination to determine Cooper's 
competency to stand trial ; 2. State-appoint- 
ed psychiatrists conducted an examination 
under the Briggs Law to satisfy the State 
that Cooper was not suffering from any 
mental illness that affected his criminal re- 
sponsibility ; 3. Defense psychiatrists and a 
psychologist examined Cooper to prepare 
the only possible defense, “non-responsi- 
bility” ; 4. The contradictory assessments of 
the competing psychiatrists were presented 
to judge and jury in the form of direct and 
cross-examination ; 5. The jurymen on the 
basis of the judge’s charge and their own 
sentiments and observations were meant to 
sift through the complexities and arrive at 
a decision ; 6. The State, after conviction, 
turned once again to psychiatry to seek 
support for a decision to reverse the direc- 
tive of the jury. 

The result in this case would have been 
no different if the 9 psychiatrists and 3 psy- 
chologists had not been involved. Cooper 
would have been convicted and probably 
would have committed suicide. 

If this case is at all typical of the current 
state of misunderstanding and confusion 
between law and psychiatry, as well as re- 
flecting the dissension among psychiatrists, 
I seriously doubt the value of the psychia- 
trists’ participation in any stage of the legal 
proceedings. I would not question the value 
of the psychiatrist to weed out the grossly 
disturbed offender in the pre-trial compe- 
tency examination but why not let the law 
have its own archaic way with the rest. 

In the Cooper case the State used one set 
of psychiatrists to prove that Cooper was 
“perfectly sane” and therefore “responsible” 
and the defense, other psychiatrists, to show 
that Cooper was sick and therefore “not 
responsible.” The lay jury chose the testi- 
mony it could understand and which cor- 
responded with their own sentiments and 
Cooper was convicted of a murder he ad- 


mitted. The only flaw in this successful 
manipulation of psychiatric expertise was 
the State’s ambivalence. Since there was 
much moral sentiment against capital pun- 
ishment Cooper could not be executed and 
State proceeded to use its first team of psy- 
chiatrists to rationalize the decision not to 
execute. 

The psychiatrists and psychologists used 
after trial had more in common professional- 
ly with the defense experts than they did 
with their colleagues who conducted the 
Briggs Law examination and testified at 
trial. If this group had done the pre-trial 
examinations and presented their testimony 
to the Court, Cooper might never have been 
convicted but rather received the treatment 
he obviously needed. 

The Briggs Law examiners and the post- 
trial psychiatrists were all employees of the 
Department of Mental Health of the State. 
The defense experts were also paid by the 
State. Since Cooper had no money the State 
paid the defense psychiatrists $350 each. 
The Briggs Law experts each received $7 
for their examination in addition to their 
regular salaries as state hospital superin- 
tendents. 

While it is perhaps out of place for me as 
a lawyer to talk of rational Utopias I would 
like to suggest to you my alternative to 
some of the modish verbal formulas. I do 
not believe it is the particular technical 
phrasing of the test of criminal responsibility 
that is important. What is important is the 
feeling these words convey about the 
Court’s attitude toward the offender. If the 
Durham test has any meaning it is the 
substitution of the feeling, “crime may be 
the result of sickness,” for the feeling that, 
“crime is the result of conscious evil.” If, 
however, psychiatrists feel that many crimes 
are motivated by mental illness the need 
for change is much greater than the call 
for a revised test of criminal responsibility. 
The explanation of a crime to a jury by a 
competent psychiatrist may be too complex 
both intellectually and emotionally for a 
jury to understand and act on. I suggest to 
you that a jury trial is not an appropriate 
forum for the presentation of psychiatric 
explanations of behavior. The function of 
a jury in a murder trial should be limited to 
a finding that an accused did or did not 
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commit the offense charged. Once guilt is 
established, a Sentencing Authority com- 
posed in part of psychiatrists and other 
professionally trained people, should, in the 
absence of capital punishment, decide what 
combination of treatment and/or punish- 
ment is appropriate to the individual of- 
fender. 

Several months before his suicide Cooper 
wrote a poem which is not only particularly 
appropriate in expressing his feelings about 
himself, but also has some relevance to the 
procedure by which his case was handled. 


Sunlight in patterns, 
Rectangular shapes, 
Covers my floor. 


Moonlight imprisoned 
Slantingly gapes 

Through my door. 

Night air comes creeping 
Through the small windows 
Cold, fresh and free ; 


Willingly captured, like 
Schools of small minnows, 
Coming to me. 


Starlight is filtered 
Through dirty glass, 
Soiling the sky. 


And time is hollow 
Never will pass, 
Unless I die. 


Where am I ? 


A 
3 
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Since the late 1950’s the phenothiazine 
and related drugs have been in large scale 
use in general medicine and particularly in 
psychiatry. Their versatility and manifold 
therapeutic effectiveness are almost uni- 
versally acknowledged, while their action 
mechanism is still incompletely understood. 
Investigations on the metabolism of these 
compounds are still in progress and have 
yielded some significant results( 8-12). 
During our early investigations into the 
metabolic fate of phenothiazine compounds, 
we took a clue from some incidental obser- 
vations, such as the obvious autoxidation of 
aqueous chlorpromazine solutions, rapidly 
turning brown when exposed to daylight, 
or the photosensitivity of patients on chlor- 
promazine therapy. Clearly, chlorpromazine 
had a very reactive nucleus, apt to produce 
a variety of oxidative derivatives. Assuming 
that some of the more reactive intermedi- 
ates might be demonstrable in urine, a 
search for a simple, suitable reagent was 
started and resulted in the first rapid urine 
color test for chlorpromazine(1) (see chart, 
test I), whereby an acid solution of ferric 
chloride, mixed with urine, yielded a scale 
of purple colors proportionate to drug in- 
take. A subsequent search of the literature 
showed that while there were few pertinent 
data for chlorpromazine, there was a vast 
body of literature for the parent compound, 
phenothiazine. The entire phenothiazine 
field—from the compound’s synthesis in 
1883 by Bernthsen(13), to its intensive re- 
cent investigation by Michaelis and co- 
workers( 14-17), including all industrial and 
pharmacological applications over the last 
70 years—has been comprehensively and 
competently reviewed in 1954 by Massie 
(18). Animal studies on metabolism and ex- 
cretion of phenothiazine(19-22) showed 
that type and amount of drug metabolites 
varied from species to species, but that 


1¥V. A. Hospital, Palo Alto, Menlo Park Division, 
Calif. 
2 V. A. Hospital, Brockton, Mass. 
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the urines contained one or more partially 
oxidized or hydroxylated intermediary me- 
tabolites in all instances. The first basic 
metabolic data for chlorpromazine were re- 
ported by Salzman, Moran and Brodie(8). 
They identified, in human urine, the chemi- 
cally unchanged, unoxidized chlorproma- 
zine and its sulfoxide and described a pro- 
cedure(9) for quantitative determination of 
both compounds, which account for 5 to 12% 
of the daily drug dose. This left a large 
balance unaccounted for. However, these 
two compounds, the beginning and the end 
of the human metabolic process, do not 
yield the intense purple color reactions ob- 
tained in the urines of patients with test I. 
Unoxidized chlorpromazine yields a pink 
color, while sulfoxide produces no color at 
all with this reagent. 

Speculating that the partially oxidized, 
highly reactive intermediary drug metabo- 
lites might act as oxydo-reduction systems 
by means of which some of the therapeutic 
effects might be accomplished, we tried to 
duplicate the physiological metabolism of 
chlorpromazine in vitro by ultraviolet ir- 
radiation of aqueous drug solutions(23). 
While this did not produce any sulfoxide, it 
did indeed lead to the formation of an oxi- 
dative intermediate closely resembling the 
urinary metabolites responsible for the 
color tests. 


While continuing to investigate the chemi- 
cal nature of the elusive intermediates, the 
initial rapid urine color test for chlorproma- 
zine was modified for the purpose of demon- 
strating other urinary phenothiazine drugs 
and to provide objective criteria for their 
intake( 3-7). It is the purpose of this review 
to consolidate our findings and to reduce 
the number of the seven originally de- 
veloped tests to an effective minimum with 
which general hospitals, mental institutions 
of all types, physicians in private practice, 
toxicology centers, mental hygiene and out- 
patient departments, etc. will be in a posi- 
tion to carry out an effective testing program 
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with a small number of test solutions and 
corresponding color scales(1-5) (see chart). 


SIGNIFICANCE OF TESTS 


Thousands of chronic mental patients 
with many years of hospitalization have 
been rehabilitated through the use of drug 
therapy and discharged into the commu- 
nity( 24-36). Many of these patients main- 
tain this status successfully on mainten- 
ance drug regimens. It has become an estab- 
lished trend to provide aftercare for them 
in outpatient settings, in mental hygiene 
centers or by supervision of private physi- 
cians. The latter have frequently been re- 
luctant to treat former mental patients, 
especially, if there was a known history of 
combative or other acting-out behavior. 
Most of these patients do not relapse under 
adequate medication, and hence objective 
criteria to evaluate drug intake are essential 
to the professional personnel dealing with 
the increasing number of patients on main- 
tenance therapy in the community. 

Within the mental hospital setting, it be- 
came obvious that the patients who were 
most benefited by systematic chemotherapy 
were frequently the most likely candidates 
to omit intake of their prescribed drugs. 
This was especially true of patients whose 
illness was characterized by catatonic, para- 
noid, depressive or negativistic symptoma- 
tology. As the nursing staffs on drug-con- 
trolled wards for formerly severely dis- 
turbed patients were drastically reduced, in 
many instances, it became a vital problem 
of ward safety to have objective criteria 
for actual drug ingestion. 

Theoretical considerations also pressed in 
the same direction : Controlled studies on 
the therapeutic effects of various pheno- 
thiazine drugs have been undertaken or 
are now in progress, partly to settle con- 
troversies on the effect of drug therapy 
versus placebo or other therapeutic pro- 
cedures. Whatever the goal, it seemed im- 
perative to know rather than guess what 
was being evaluated in these instances(35). 
Spot checks as well as systematic testing of 
hospital populations showed that from 5 to 
15% of patients in well-staffed hospitals, and 
more in under-staffed and not particular- 
ly drug-minded institutions, successfully 
“cheeked” their drugs(2, 35, 37, 45). This 


is a superfluous drain on pharmaceutical 
budgets. For large hospital systems as e.g., 
the New York State Hospital organization 
or the Veterans Administration, which 
spend millions of dollars annually for 
phenothiazine drugs, the figures for annual 
waste may well amount to hundreds of 
thousands of dollars. 


VALUE OF TESTS IN MEDICAL RECORDS 


In some of our buildings for chronic 
mental patients the results of rapid urine 
color tests are made part of the medical 
records, since a patient’s individual excre- 
tion factor on a stable drug dose is fairly 
constant. Thus, e.g., a patient on a daily 
maintenance dose of 400 mg. of drug, show- 
ing a urinary color intensity of “+ +” 
during his hospitalization, is expected to 
show the same excretion factor (+ +) on 
periodic return visits. This permits reliable 
evaluation of drug intake by patients on 
self-medication during trial visit or after 
discharge. 


AVAILABLE TESTS AND DIRECTIONS FOR 
THEIR PERFORMANCE 


In 4 years of intensive experience in test- 
ing for phenothiazine and related drugs in 
urine, we found the five tests condensed in 
the summary chart most useful in routine 
testing procedures. These tests are safe even 
in the hands of operators inexperienced in 
laboratory procedures and can be per- 
formed in any setting, from office desk to 
hospital ward. They involve the use of 4 
different reagents. If only a minimum pro- 
gram is to be carried out, in which the 
emphasis is placed on establishing merely 
whether any phenothiazine drug is present, 
test V(5) alone will furnish this information, 
without yielding the more specific, semi- 
quantitative scales obtainable by tests I, II, 
and III(1-3) (see chart). 

Tests I to V are performed by adding 1 
ml. of reagent to 1 ml. of urine in a test 
tube, shaking gently, and reading promptly 
against the color chart. Test IV for imipra- 
mine(4) occasionally requires more than 
1 ml. of reagent, if phenothiazine drugs are 
simultaneously present, and in test III for 
thioridazine, the maximum color may not 
develop before 20 seconds after mixing 
urine and reagent, especially at low doses. 
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We found it practical to dispense equal 
volumes of urine and test reagent by means 
of two graduated, rubber tipped medicine 
droppers, one for urine and one for the 
brown reagent bottle, the latter being 
mounted in a plastic screw top as a perma- 
nent tight closing stopper. Color charts 
should be placed against a light surface 
away from the window, since readings in 
transparent light would be too low. 


URINE SPECIMENS TO BE USED 


Almost any urine specimen may be used 
in the high and medium dosage ranges of 
the phenothiazine drugs, i.e., the doses 
found effective in hospital psychiatry. To 
obtain consistent and reproducible results, 
it is preferable to perform all tests on morn- 
ing urine specimens obtained on arising, 
before breakfast and medication. Normally, 
specimens of adequate concentration are 
obtained in this way. However, when 20 
mg. of drug or less per day are given, this 
procedure may yield inadequate color re- 
actions. Testing should then be repeated 1% 
to 3 hours after drug intake, coinciding with 
peak excretion of drug. 


EVALUATION OF TESTS 


It should be emphasized that any color 
test reflects a momentary drug level, and 
that no distinction between a recently in- 
gested low drug dose and a previously 
taken higher dose can be made. Neither is 
it possible to identify the specific drug in- 
gested by performing a single test, since all 
phenothiazine derivatives react to some ex- 
tent with the various test reagents. Positive 
identification of a specific phenothiazine 
compound can only be made by spectro- 
photometric or similarly specific procedures. 
Combinations of various phenothiazine 
drugs may be summarily evaluated by 
means of the universal test V. 


STORAGE OF URINE SPECIMENS AND 
TEST REAGENTS 


Urines may be stored for several weeks, 
refrigerated, with a few drops of toluene as 
preservative, without appreciable loss of 
drug. Glass containers should always be 
used, since plastic bottles or paper con- 
tainers adsorb some of the drug content. 


Prolonged storage is best achieved by 
freeze-drying of the specimens. This will 
preserve the original drug content and the 
original ratio of individual metabolites. 
Otherwise, prolonged storage will change 
both of these factors, decreasing total drug 
content and reducing some of the oxida- 
tive metabolites to unoxidized drug, proba- 
bly due to bacterial action. 

Reagents I through V are stored in dark 
glass bottles. They are stable without re- 
frigeration and have a shelf life of a year 
or more. They can be readily and cheaply 
prepared by hospital pharmacies or labora- 
tories, and should be properly labelled “poi- 
sonous” in view of their acid content. 


LIMITATIONS OF THE INDIVIDUAL TESTS 


Individual statistics on the occurrence of 
false negatives and positives are found in 
the original publications( 1-7). In summary, 
it may be repeated that virtually no false 
negatives have been encountered. An oc- 
casional urine specimen may be very dilute 
after fluid intake of more than 2000 ml., or, 
the specific urinary drug level may initially 
be inadequate for satisfactory demonstra- 
tion immediately after institution of low 
dosage therapy. In these cases specimens 
obtained 1% to 3 hours after drug adminis- 
tration should be used. During this opti- 
mum period test V will permit detection of 
as little as 5 mg. of a single phenothiazine 
drug dose in persons without previous 
phenothiazine level. With regard to false 
positives, most of our experiences were pre- 
viously reported (5, 38, 39). Some categories 
of false positives are common to tests III 
and V. Thus the urine of phenylketonurics, 
of persons with impaired liver function or 
on high doses of paraaminosalicylic acid or 
estrogen therapy, register false positives, of 
low color intensity. Tests I for chlorproma- 
zine, II for promazine and mepazine, and 
IV for imipramine are not subject to the 
above false positives. Concerning potential 
false positives due to salicylic acid deriva- 
tives, e.g., aspirin : Urines containing aspir- 
in and its metabolites after intake of up to 
30 grains, the highest dose seen, do not pro- 
duce false positives with any of the tests. 
In vitro tests showed that 10 mg. acetyl- 
salicylic acid added to 1 ml. of urine, cor- 
responding approximately to an aspirin in- 
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take of 10 gm. or more, did not produce 
false positives. 

Another source of interference with clear 
test colors was recently pointed out by 
Levine, Levine and Small(40). These au- 
thors consider urinary indican as one such 
agent producing false positives. However, 
the color development due to indican ap- 
pears with considerable delay, whereas 
phenothiazine colors appear immediately 
and should be read within 10 seconds, as 
pointed out in the individual test direc- 
tions. With strict observance of these di- 
rections no false positives due to indican 
are seen in tests I to V. Even the addition of 
1 mg. of indican—a physiologically unlikely 
amount—to 1 ml. of urine already containing 
high amounts of indican, did not produce 
false positives in properly executed tests. 
Furthermore, a simple procedure, requiring 
only a few minutes, will eliminate indican 
by selective adsorption of this compound 
on an ion exchange resin(12). Adding 100 
mg. Dowex AG 3-X 4 Anion Exchange 
Resin, 200 to 400 mesh, Chloride Form,’ 
to 3 ml. of urine in a test tube, shaking 
vigorously for one minute at room temper- 
ature and filtering, will selectively adsorb 
indican along with a number of other un- 
desirable urine constituents, such as intense 
urine color etc., with negligible loss in 
phenothiazine compounds. The tests are 
performed with 1 ml. of the clear filtrate, 
which usually appears lighter colored than 
the untreated specimen, and yield clearer 
color reactions, conforming more closely to 
those of the charts. The resin adsorption 
procedure is useful in connection with all 
tests, whenever maximum clarity of colors 
can not be otherwise achieved. While this 
procedure eliminates indican, aspirin, etc., 
it does not eliminate false positives due to 
impaired liver function, conjugated estro- 
gens, paraaminosalicylic acid, nor a num- 
ber of endogenously produced hydroxylated 
metabolic compounds, as previously re- 
ported (5, 38, 39). 

The more sensitive the individual tests 
are, the greater the potential sources of in- 
terference and false positives. Thus, the 


3 Obtainable from California Corp. for Bio- 
chemical Research, 3625 Medford Street, Los 
Angeles 63, Calif. 


extremely sensitive test VII(7) for the 
demonstration of piperazine-linked pheno- 
thiazine drugs, administered in the lowest 
daily dosage range, shows the highest per- 
centage of false positives. With this test 
Heyman(41, 42) and Posner(43) found 
higher percentages of false positives in dif- 
ferent hospital populations and controls re- 
spectively than seen in our hospital popula- 
tion. We therefore recommend the use of 
test V instead of VI(6) and VII(7) for de- 
tection of low dosage phenothiazine drugs 
(up to 100 mg. per day). For unequivocal 
results all color development appearing 
after the 10 second limit should be dis- 
regarded, and the resin adsorption should 
be used as an added safeguard in intensely 
colored urine specimens. The use of the 
most sensitive tests VI and VII should be 
reserved for such research projects as drug 
discontinuation studies, in which minimal 
amounts of drugs are to be demonstrated, 
and they might then also be suitably supple- 
mented by test V. They remain useful due 
to the absence of false negatives, and to 
the formation of optimal colors for the type 
of drugs for which they were designed. Test 
colors obtained with these two reagents are 
slightly more intense and more stable than 
those of test V, but the incidence of false 
positives is considerably higher, if limited 
to the lowest level of the charts. Details of 
the composition of these sensitive reagents 
for triflupromazine (Vesprin)(6) and the 
various piperazine-linked phenothiazine de- 
rivatives(7), their storage, handling and 
color charts are contained in the original 
publications. In the special projects in which 
they may be used, the following precau- 
tions should be observed : Periodic testing 
of the reagents’ potency against a specimen 
of known drug content should be per- 
formed. These tests are subject to the same 
categories of false positives as tests III and 
V, and color development due to indican 
may again be avoided by pretreatment of 
the urines with anion exchange resin. In 
specimens containing high amounts of indi- 
can which has not been filtered out, inter- 
fering color development (brown, olive, 
slate grey) distinguishable from the pink to 
purple phenothiazine colors, but appearing 
within 10 seconds, is seen. 
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OTHER RAPID URINE COLOR TESTS REPORTED 


Sprogis and coworkers(44) reported a 
color test for chlorpromazine in 1957 call- 
ing for separate additions of concentrated 
hydrochloric acid and a critical, small vol- 
ume of dilute sodium nitrite solution to 
urine. Being more cumbersome and produc- 
ing less stable color development, it does 
not have the simplicity and ease of the 
simultaneously published test I (see table). 
Moreover, test I was consistently reported 
to be free of false positives(37, 38, 40), 
whereas Sprogis’ test, due to its extreme 
acidity in this respect compares to test VII 
(7). Such acidity is unnecessary in the 
demonstration of urinary chlorpromazine. 

A similar rapid urine color test based on 
two separate additions of nitric acid and 
sodium nitrite solution to urine was pub- 
lished by Neve(45) in 1958. He stressed the 
fact that some of the red to purple color 
reactions resulting in the presence of various 
medium to high dosage phenothiazine drugs 
may be so fleeting as to be almost imper- 
ceptible, and cautions against false positives 
due to a pink color reaction of urobilin with 
nitric acid. 10.7% of drug “cheekers” were 
detected by this method. Color reactions 
produced by this test are less stable than 
those obtainable with tests I, II, III and V. 
Furthermore, the sensitivity of universal test 
V is superior, thus allowing detection of 
smaller quantities of drug. 

While these tests by Neve and Sprogis 
are correct and actually indicate what 
their authors report, there was a partially 
incorrect test reported by Fellman(46) 
in 1946. This author, using the standard 
test (5% ferric chloride solution) for the 
detection of phenylpyruvic acid in the 
urines of phenylketonurics, whereby green 
colors develop, detected a green color 
also in two urines of non-phenylketon- 
urics. He attributed this green color de- 
velopment to chlorpromazine metabolites. 
This, however, undoubtedly is an er- 
roneous interpretation: 5% ferric chloride 
solution, without an adequate amount of 
mineral acid, is unsuitable for specific dem- 
onstration of chlorpromazine or any other 
phenothiazine derived drug. In exceptional 
cases of extremely high drug intake, it is 
possible to produce a purple color even with 


inadequately acid ferric chloride solutions, 
but the specificity for chlorpromazine would 
have to be verified by the addition of acid, 
e.g., sulfuric acid, which would bleach color 
development due to aspirin, ketone bodies, 
phenylpyruvic acid, etc. but would enhance 
the chlorpromazine color. However, a chlor- 
promazine reaction with ferric chloride and 
acid would be purple, rather than green. 
The only instances in which green color re- 
actions have been seen even with test I, 
were caused by the simultaneous presence 
of large amounts of reducing substances, 
e.g., after intake of high potency multi- 
vitamins or ascorbic acid. In these cases, the 
normal purple color reaction could be readi- 
ly restored by adding a few extra drops of 
test reagent I. 

Moreover, phenyipyruvic acid as well as 
other ketonic and aldehydic substances form 
addition compounds with the phenothiazine 
drugs and their metabolites on which we 
will report later(12). In the presence of 
such addition compounds, the characteris- 
tic color reactions of the phenothiazine 
drugs are modified. While these normally 
appear almost instantaneously, they are con- 
siderably delayed in the urine of phenyl- 
ketonurics. 

The second reagent for urinary chlor- 
promazine reported in Fellman’s article( 46) 
is a mixture of sulfanilic and hydrochloric 
acids to be added to urine, to be followed 
by a subsequent addition of sodium nitrite, 
resulting in the appearance of a purple 
color. This test is valid, if not very practical. 

Fellman’s erroneous interpretation of the 
above-mentioned green color reaction ob- 
served in urine containing chlorpromazine 
with 5% ferric chloride solution, gave rise 
to two additional, outright misleading re- 
ports in 1959: Vesell(47) reported 10% 
ferric chloride in 1% hydrochloric acid as a 
suitable reagent for the detection of small 
amounts of prochlorperazine (Compazine ) 
in the urine of a child having ingested a 
total of 80 mg. of the drug over a period of 
four days, and showing alarming side-effects 
characteristic of piperazine-linked pheno- 
thiazine drugs. We could not confirm his 
findings in the urines of patients containing 
many times the amount of prochlorperazine, 
nor did his reagent prove suitable for the 
detection of other more readily demons- 
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trable phenothiazine drugs in amounts be- 
low 400 mg. per day. Our comments(48) 
were reported promptly, since reliance on 
an incorrect test for differential diagnosis 
between dystonia due to phenothiazine tox- 
icity and muscle spasms due to tetanus 
would be a hazardous practice. 

Another simultaneous and incorrect re- 

port was published by Nellhaus(49). He 
added “Phenistix,” a commercial reagent 
strip, as a potential reagent replacing 10% 
ferric chloride solution. Phenistix is equally 
unsuitable for the detection of phenothia- 
zine derivatives, but it yields a good scale 
of green colors for urinary phenylpyruvic 
acid, and a scale of pink to purple colors 
with salicylic acid derivatives, e.g., aspirin 
or paraaminosalicylic acid. 
Nellhaus also states that our tests I and II 
for chlorpromazine and analogous drugs (see 
chart) were “popularizations” of Fellman’s test. 
Since we found Fellman’s 5% ferric chloride 
reagent equally unsuitable for the demonstra- 
tion of urinary phenothiazine drugs, we would 
like to correct this error along with some others 
contained in this short communication : A red 
color reaction between the unsubstituted phe- 
nothiazine and strongly acid ferric chloride was 
first accurately described by Bernthsen(13), 
the discoverer of phenothiazine, in 1883. We 
noted that the intermediary oxidative metabo- 
lites of phenothiazine derived drugs yield in- 
tensely colored, mostly purple reactions, di- 
rectly in the urine, with properly formulated, 
adequately acid ferric chloride solutions. Any 
reddish to purple color shades obtained in 
urines by the addition of excessively concen- 
trated and hence intensely yellow 5 or 10% 
ferric chloride solutions without addition of 
adequate amounts of mineral acid, do not 
indicate phenothiazine derivatives, but as 
previously mentioned, e.g., aspirin and its me- 
tabolites, or “ketone bodies” (50). 


To sum up the chemical prerequisites for 
direct demonstration of urinary phenothia- 
zine derivatives, an overall acidity of pH 1 
or less, according to quantity and type of 
drug present, must prevail in the mixture of 
urine and reagent. Only under these cir- 
cumstances can rapid urine color tests pro- 
duce specific phenothiazine color reactions. 
In some instances, these may be obtained 
with acids alone, in others with acids con- 
taining small amounts of nitrite or heavy 
metal ions, for instance ferric ions. 


SOME CHEMICAL DATA ON URINARY 
PHENOTHIAZINE DRUGS 

Among the various phenothiazine drugs, 
the metabolic fate of chlorpromazine has 
been most thoroughly investigated: apart 
from the unoxidized drug and its sulfoxide 
detected by Salzman and Brodie(8, 9), 
other metabolites, partly in free form and 
partly as glucuronic acid conjugates, with 
oxidative changes in the nucleus and de- 
methylation in the side-chain, have recently 
been reported (51-54). 

According to our own data(12, 55) con- 
cerning chlorpromazine, the average daily 
urinary excretion during continuous drug 
administration, approximates one-half of the 
daily drug intake, and a lesser proportion 
in single drug doses. The balance is appar- 
ently excreted in the feces(57-60), with 
some storage in various body tissues being 
obvious from data on prolonged excretion 
after drug discontinuation(10-11). Of the 
amount of drug contained in urine only 
about 20% are in the form of the solvent 
extractable metabolites, whereas the balance 
of 80% of urinary drug content was found to 
be in the form of polar, intermediary oxida- 
tive metabolites comprising various types of 
hydroxylated derivatives(11, 12, 55). Both 
the absolute amounts of individual drug me- 
tabolites and their ratio were found to vary 
substantially from drug to drug, and to a 
lesser extent for different patients on the 
same drug therapy. Simple new, quantita- 
tive methods for determining total drug 
content and ratio of individual metabolites, 
some of which contain free radicals, have 
been devised and are being prepared for 
publication( 12, 55). 

In this connection it might be mentioned 
that in the administration of phenothiazine 
drugs, no essential differences in therapeutic 
efficacy and urine color tests were noted for 
intramuscular and oral doses of chlorproma- 
zine (tablets or syrup) in the same indi- 
vidual, while spansule type medication was 
repeatedly found to require a 30% increase 
in dose to obtain the previous clinical effect 
of tablets and urinary drug level according 
to test I. 

While investigations on phenothiazine 
metabolism and excretion are likely to con- 
tinue in many laboratories for some time to 
come, and will extend to newly synthesized 
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drugs, the above data might in the mean- 
time be helpful to investigators in this field. 
With regard to rapid urine color testing, the 
available reagents and the individual color 
scales of the chart, as summarized here, are 
fairly comprehensive and adaptable to the 
various categories of phenothiazine and imi- 


pramine drugs to be expected. 
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In 1957 and in 1960 I served as the 
Delegate of the American Psychiatric Asso- 
ciation to the Royal Medico-Psychological 
Association of Great Britain(1,2). This 
article is a summary of the report which I 
prepared for the APA Council following 
my latest trip. 

In the 3-year interval between my two 
official visits a number of developments, 
present and pending, are worthy of our at- 
tention. The report of the Royal Commission 
on the Law Relating to Mental Illness and 
Mental Deficiency was rendered in 1957. 
The new Mental Health Act became official 
in 1959 and operative in the fall of 1960. 
Since 1957 there has been a significant and 
somewhat surprising growth of voluntary 
health insurance plans. 

The National Health Service has made 
progress and, despite the foregoing, is a 
firmly entrenched socio-political fact in the 
United Kingdom. The R.M.P.A. continues 
to flourish. There is more private practice 
of medicine generally and of psychiatry. I 
shall comment briefly on these and certain 
other possible areas of interest. 


1. THE ROYAL COMMISSION REPORT 


In 1957, following intensive study of the 
exceedingly complex legislative, social, and 
medical aspects of mental health areas, this 
multidisciplined group (including psychia- 
trists T. P. Rees and D. H. H. Thomas) 
produced a highly significant report. The 
recommendations of this Commission pro- 
vided the basis for revising a great deal of 
existing legislation and procedure. 


2. THE NEW MENTAL HEALTH ACT 


This Act is the legislative consequence of 
the preceding Commission Report. De- 
scribed more fully in an earlier article in 
this Journal by Dr. W. S. Maclay(3), it is a 
fundamental revision of English mental 
health law, replacing or partly replacing 52 
prior Acts. The consequences in the manage- 
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ment, disposition and treatment of the more 
serious mentally sick patients are substan- 
tial. 

The new Act has widespread public and 
professional support and reflects the chang- 
ing public attitudes in the United Kingdom 
concerning the field of psychiatry. It should 
produce a number of constructive changes, 
including : 1. Simplification of commitment 
and other procedures; 2. A further shift 
of psychiatric services into the community ; 
3. The local authority to have more of the 
responsibility in patient management, etc., 
in place of the mental hospital ; 4. A possi- 
ble growth of psychiatric units in general 
hospitals ; 5. Generally more understanding 
and humane attitudes toward mental ill- 
ness ; 6. Voluntary admissions and minimal 
use of compulsory powers ; 7. The estab- 
lishment of a Mental Health Tribunal for 
patient appeals. 


3. THE NATIONAL HEALTH SERVICE 


The National Health Service has been in 
operation since July 5, 1948 and has become 
an accepted establishment. The total impact 
upon medical practice and patient care has 
been tremendous. To the American observer 
the effects have not been all good by any 
means, neither have they been all bad. 

In general, British psychiatrists seemed 
less inclined to be critical of the N.HLS. 
currently than upon prior visits. This may 
be due to a number of factors, including 
certain improvements in N.H.S. operation, 
the new Mental Health Act, certain salary 
increases and the passage of time. In recent 
years there has been steady progress in the 
staffing of hospitals generally, including the 
psychiatric hospitals. Although the great 
majority of psychiatrists work in the hos- 
pitals, there is an increasing amount of 
community work underway. 

The N.H.S. Consultant Psychiatrist : Of 
the estimated 2100-2400 psychiatrists in the 
U. K., which comprises England, Wales, 
Scotland and Northern Ireland, over 700 
are N.H.S. consultants, full or part-time. 
Part-time status (giving no more than 
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9/1lths of one’s time to N.H.S.), is sought 
by some psychiatrists in order to allow 
some private practice, and for tax deduction 
of certain car and utility expenses. As we 
consider N.H.S. salary scales we shall see 
that adding to one’s income leads to an in- 
creasing surtax. 

Salary Scales and Tax Rates: Salary ar- 
rangements for N.H.S. consultants in th 
various specialties are similar. The begin- 
ning physician receives an initial base 
salary of $6400. Over a 10-year period this 
can gradually rise to his maximum base pay 
of $10,900. All figures are approximate con- 
versions into dollars from pounds sterling. 
They are from the new and improved 
N.H.S. pay scales which became effective 
toward the close of 1960. 

“Award monies” are granted in addition 
to the basic salary. There are four levels : 
“A”—$7700 which is granted to some 4% 
of all consultants ; “B’—$3600 which 10% 
receive ; and “C”=$2100 received by ap- 
proximately 30% of the consultants. Exactly 
100 super “A” awards, amounting to $8400 
each, are available among all N.H.S. phy- 
sicians. 

Taxes take a substantial bite from earn- 
ings and increase rapidly as one’s salary 
rises. As an example, a married physician 
with two children, having a total N.HLS. 
income of $9400, pays $2240 standard in- 
come tax, plus $280 surtax, leaving him a 
net income of $6880. 


4, GROWTH OF VOLUNTARY HEALTH INSURANCE 


It was most interesting to learn of the 
rather remarkable growth of voluntary 
health insurance plans. From a negligible 
total of persons included as recently as 1956, 
various plans in force today already cover 
an estimated 24-3 million people, some 
1/15th of the total population. 

Over this same period there has been a 
noticeable rise in the national economy. 
This appears to be reflected in the health 
interests and needs of people generally. 
Accordingly they may seek to supplement 
or replace N.HLS. services. Private care can 
be secured. Commercial health insurance 
can be purchased. Many variations of cover- 
age are offered. Some improve N.H.S. facili- 
ties ; e.g., a private hospital room in the 
event of illness. Some provide complete 


coverage outside of N.H.S. Many plans in- 
clude psychiatric services. 


5. INCREASE IN PRIVATE PRACTICE 

Economic growth has also helped en- 
courage the private practice of medicine. 
Psychiatrists are among those who are see- 
ing more private patients. More are becom- 
ing part-time N.H.S. consultants, allowing 
them also to see patients on a private, fee 
basis. Some regard the maintenance of an 
N.H.S. affiliation as necessary, since hos- 
pital and other staff positions are under its 
aegis and such an appointment may be a 
prerequisite to receiving referrals. 

There is more reserve concerning fees in 
England than in America. A few years ago 
I was a member of a special APA Com- 
mittee which had little difficulty securing 
specific data concerning their fees and in- 
come from several hundred colleagues. I 
believe this would present considerably 
more difficulty in the U. K. The best con- 
census concerning private fees would sug- 
gest a per session charge of 5 to 7 guineas 
($15 to $21) might be made by the Harley 
Street psychiatrist. 


6. THE ROYAL MEDICO-PSYCHOLOGICAL ASSO- 
CIATION 

The RMPA is the oldest association of 
psychiatrists in the world. Founded in 1841, 
through the initiative of Dr. Samuel Hitch 
of the Gloucester Asylum, it antedates the 
APA by 3 years. It has likewise gone 
through several name changes, and has 
gradually grown to its current membership 
of 1800. The present name and royal charter 
date from 1926. About 100 new members 
are elected annually. 

Prior to the turn of this century, five 
major area divisions were established, three 
in England and Wales, and one each in 
Scotland and Ireland. Each holds scientific 
sessions, and those of Scotland and Ireland 
also deal directly with their government 
departments. 

In 1946 the formation of sections became 
possible and four have been formed: 1. 
Child psychiatry; 2. Mental deficiency ; 
3. Psychotherapy and social psychiatry ; 4. 
Research and clinical. Sections ? meet dur- 


2 An RMPA member may belong to one, all or 


none. He is also free to attend any section meet- 
ing. 
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ing general meetings, hold their own pro- 
grams and elect their own officers. The 
Journal of Mental Science, published since 
1853 (the American Journal of Psychiatry 
was founded in 1844) is the official publica- 
tion of the Association. 

Meetings are marked by a cordial at- 
mosphere and I could hardly have received 
a friendlier reception than upon the occa- 
sions I have been privileged to meet with 
my U. K. colleagues. The accompanying 
photograph pictures the present and up- 
coming leaders of the R.M.P.A. and con- 
tinues this group without interruption from 
those included in the previous photograph 
in the March 1960 issue of the American 


Journal of Psychiatry. 


7. OTHER NATIONAL PSYCHIATRIC GROUPS 
The Psychologic Medicine Division of the 
British Medical Association includes over 
600 members, most of whom are also mem- 
bers of the RMPA. This group represents 


the psychiatric viewpoint within the B.M.A. 

The British Psycho-Analytical Society 
was founded in 1913, becoming known by 
this name in 1919. The latest report lists 
101 members and 123 associate members. 
The headquarters address is 63 New Caven- 
dish Street, London, W.1. 

A Group for the Expression of Views of 
Clinical Psychiatrists, also known as “The 
Oedipal Group” has some 150 members. 
There are also smaller Adlerian and Jungian 
societies, with headquarters as follows : The 
Adlerian Society of Great Britain, 42 For- 
tune Green Road, London, N.W. 6, and the 
Society of Analytical Psychology, 30 Devon- 
shire Place, London, W.1. 
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THE RESPONSE OF SEVERELY ILL CHRONIC SCHIZOPHRENIC 
PATIENTS TO SOCIAL STIMULATION * 


J. K. WING, M.D., Pu.D., D.P.M.,? anp R. K. FREUDENBERG, M.D., D.P.M.® 


A number of controlled studies have 
been made in which occupational ther- 
apy for chronic schizophrenic patients has 
been contrasted with drug treatment. In 
these studies, occupational therapy has been 
prescribed in much the same way as 
a drug, and improvement in behaviour has 
been described in terms of a global rating 
or score(4,6). It has not been possible to 
gain from these experiments—because of the 
difficulties in methodology—any suggestion 
as to principles which should underlie the 
rational prescription of social treatments. 
Controlled trials specifically testing these 
measures (particularly group psychothera- 
py) have been carried out very infrequent- 
ly, and those which have been published 
have not yielded very positive results. One 
very common finding, however, has been 
that deterioration occurs in the control 
group which has not received the treat- 
ment, even where no improvement has oc- 
curred in the experimental group(1, 5, 7, 8, 
13, 14). 

Studies by members of the Medical Re- 
search Council Social Psychiatry Research 
Unit, using output in an industrial work- 
shop as an objective measure of progress, 
have seemed to confirm the lack of effect 
of social measures. Output improves with 
practice, but additional incentives such as 
money, goal-setting, encouragement, and 
routine psychiatric interviews, appear to 


1 An experiment of this kind can only be made 
if the active collaboration of a large number of 
staff can be secured. We were particularly for- 
tunate in this respect and would like to acknowl- 
edge our debt to Staff Nurse Alison, Dr. D. Ben- 
nett (consultant in charge of the rehabilitation 


programme), Staff Nurse Carr, Dr. A. Catterson 
(ward doctor), Miss A. Constable (senior Occu- 
pational Therapist), Charge Nurse Randall, Miss 
M. Smith (Matron), Mr. O. M. Hughes (Chief 
Male Nurse), and the staff of the Resocialisation 
Unit. 

2 Institute of Psychiatry, Maudsley Hospital, 
London S.E. 5, England. 

3 Physician Superintendent, Netherne Hospital, 
Coulsdon Surrey, England. 


have little incentive effect. In paranoid pa- 
tients, output may even decrease(10, 12). 
This contrasts strongly with the marked ef- 
fects of such incentives in imbeciles( 2, 9, 
11). A characteristic of the learning curve 
in the studies of output of schizophrenics 
has been the slow and linear improvement 
due to practice which contrasts with the 
more usual negatively accelerated form seen 
in normal people and imbeciles. 

It has not proved possible in any of the 
studies so far published to lay down such 
rigorous conditions of selection, matching 
and procedure that the experiments could 
readily be repeated. The results of each 
paper, and the interpretations of the au- 
thors, are therefore difficult to compare. 
There certainly remains a strong clinical 
impression that the more stimulation (sen- 
sory and social) that a withdrawn chronic 
schizophrenic patient receives, the more ac- 
tivity he will show, and the better able the 
staff will be to turn this activity to good 
account. The studies mentioned above show 
that there is no question of a clinical cure, 
but they leave open the question of whether 
there may be improvement in certain spe- 
cific aspects of behaviour. The difficulty lies 
in devising objective measurements of a 
wide variety of aspects of behaviour, and in 
controlling the many variables, other than 
those under investigation, which may alter 
the patients’ responses in an unpredictable 
way. 

The present experiment was a pilot proj- 
ect designed to discover whether there were 
any obvious changes in output, workshop 
behaviour, and ward behaviour, in a small 
group of severely ill long-hospitalized schiz- 
ophrenics, when conditions of supervision 
were experimentally varied. The hypothesis 
was put forward that such patients respond 
to social stimulation, but relapse when the 
stimulation is discontinued. The social stim- 
ulation given was considerably more inten- 
sive, and more dependent upon the judge- 
ment of the supervisor, than in O’Connor’s 
experiments. 
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SELECTION OF PATIENTS 

Only severely-ill male schizophrenic pa- 
tients who had been in hospital for more 
than 2 years and were under 60 years of age 
were considered for selection. Two special 
hospital villas, under the personal super- 
vision of the clinician (R.K.F.), had been 
organised to provide intensive social treat- 
ment for 70 severely handicapped schizo- 
phrenic men and women. Of the 32 men, 
1 was excluded because of a diagnosis of 
“simple” schizophrenia, 1 because, at the 
time, his symptoms were of moderate sever- 
ity only, and 3 because they were already 
engaged in higher level industrial work and 
would have lost a substantial amount of pay 
if they had taken part. The drug treatment 
of the remaining patients was discontinued. 
Within the subsequent 3 weeks, 3 patients 
showed marked disturbance of behaviour 
which might have been due to the cessation 
of medication, and drug treatment was 
therefore resumed in these cases. The re- 
maining 24 patients began work in the ex- 
perimental workshops 2 weeks after drugs 
had been stopped. A further 2 patients were 
excluded after 8 weeks because they de- 
veloped very high outputs. They were 
transferred to higher level work and their 
output has not been included in the follow- 
ing results. The experiment was therefore 
concerned with 22 severely ill male schizo- 
phrenics, all of whom showed severe flatten- 
ing of affect, and either very severe poverty 
of speech or very severe incoherence of 
speech, so that normal conversation was ex- 
tremely difficult or impossible. No patients 
had coherently expressed delusions as a 
predominant symptom. 


SOCIAL CONDITIONS IN THE WARD 


The social and administrative routines in 
the Resocialisation Unit where all the pa- 
tients lived were of a high standard, al- 
though it was what used to be known as the 
“deteriorated” ward. A description of these 
social circumstances is included because it 
is thought that, unless demonstration of a 
minimum standard can be made, it is very 
difficult to interpret any changes which oc- 
cur after the introduction of an experimental 
treatment. The two open villas, one for male 
and one for female patients, were adminis- 
tered as one unit, and the patients mixed in 


all their activities during the daytime. Male 
and female staff shared similar duties and 
there was a high staff-patient ratio (1:8.75). 
There were weekly meetings of small groups 
of patients with a nurse and another staff 
member, and regular joint staff conferences. 
There was also a weekly ward meeting of all 
staff and patients. The usual daily routine 
was encouraged, and the patients left the 
ward to do subcontracted industrial work in 
the occupational therapy department from 
9:30-12, and 2-4:30 every day. Various 
leisure time activities were organised, and 
patients also helped with domestic activi- 
ties outside working hours. Detailed atten- 
tion was paid to the re-education of personal 
habits of cleanliness, neatness and good 
manners. A deliberate effort had been made 
to create a unit that was not only a thera- 
peutic milieu for the patients but also at- 
tractive for staff to work in. 


THE EXPERIMENTAL WORKSHOPS 


Two rooms were used as experimental 
workshops. One was larger and lighter than 
the other. They were connected by a com- 
municating door which remained open 
throughout, and there was considerable 
movement between them. Eleven patients 
worked at two tables in each of the rooms. 
Two 2-hour trials were conducted daily, 
roughly from 9:45 to 11:45 a.m., and from 
2:15 to 4:15 p.m. Times of beginning and 
ending work were noted and all output cor- 
rected to a full 2-hour period. Wednesday 
afternoon was worked by most patients but 
3 or 4 patients regularly had visitors on this 
day, and others occasionally did, so that this 
trial was omitted from the calculations. 
There was no Saturday working. An oc- 
casional day was missed because of a public 
holiday or a coach outing. 

The work consisted of tucking in a small 
triangular flap on each side of a cardboard 
sleeve, so that the glass globe of an electric 
light bulb could rest on the flaps, inside the 
sleeve, with the metal part of the bulb pro- 
jecting through. The sleeves came in bun- 
dles of 50, each secured by an elastic band. 
The supervisor was allowed to keep a sup- 
ply of bundles in front of each patient, if he 
did not supply himself from the carton, and 
to remove the elastic band if the patient did 
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not do this himself. The supervisor also 
checked that there were 50 in a completed 
bundle, and put on an elastic band if the 
patient did not do so. No actual sleeve fold- 
ing work was done for the patient, except 
during two initial training sessions which 
were not scored. A standard method of fold- 
ing in the flaps (one at a time) was taught, 
and all patients but one used this method 
throughout. The other patient occasionally 
adopted a two-handed method which was 
considerably faster. It is well known to in- 
dustrialists that changes in method of work- 
ing can produce increases in output com- 
pared with which other changes in condi- 
tions (e.g., introduction of bonus payments, 
etc.) may have only marginal effects. It is 
thought that conditions in this respect were 
standard throughout the experiment. 

An individual's score for any one 2-hour 
trial consisted of the number of cardboard 
sleeves he had completed—usually in multi- 
ples of 50. One patient, whose mental state 
was characterised mainly by coherently ex- 
pressed delusions, worked very rapidly and 
efficiently, and his output over 8 weeks took 
the form of a typical learning curve except 


FIGURE 1 


Output Per 2-Hour Trial of Highly Motivated Chronic 
Schizophrenic Patient Whose Leading Symptom Was 
Coherently Expressed Delusions 


OUTPUT PER TWO HOUR TRIAL 


that the flattening noted by O’Connor was 
still evident ( Figure 1). He and another pa- 
tient, as mentioned earlier, worked so fast 
that they had to be omitted from the ex- 
periment after 8 weeks. His output per trial 
at this point was about 3,000, and his pay 
(at 1/3d per 1,000) reached 35/- a week. 
Figure 1 gives some estimate of the maxi- 
mum possible output for chronic schizo- 
phrenic patients under these conditions. The 
average pay, over the course of the experi- 
ment, omitting these two highest scorers, 
was 4/- a week. 

Unfortunately, this most suitable work 
was obtained on a limited subcontract 
which could not be renewed, and it did not 
last for the whole of the experiment, in spite 
of the exclusion of the two highest scorers. 
During trials 70-82, 1-hour sessions were 
adopted. The remaining hour was occupied 
with coil-stripping—a much less skilled form 
of work with very low pay. However, a 
2-hour trial was compared with the 1-hour 
trial immediately preceding and following 
it, and it was found that no significant dis- 
tortion would be introduced if the outputs 
of the 1-hour trials were doubled to make 
them comparable with the rest. 

A confirmatory study using a more com- 
plicated form of work—box nesting—was 
undertaken. Two pieces of cardboard 8” by 
2%” with 3 slots in each, were held parallel 
to each other, in the left hand, and 3 cross- 
pieces, 6” by 2%”, each with 2 slots, fitted 
across them to form a nest of 12 “boxes.” 
Three initial training sessions were not 
scored. 


THE MEASUREMENT OF WARD 
AND WORKSHOP BEHAVIOUR 


During trials 1-16 the investigator 
(J.K.W.) and the ward doctor (A.C.) 
worked out a system of time-sampling work- 
shop behaviour which was applied during 
the remaining trials. Four scales were con- 
structed (see Appendix A) for rating im- 
mobility of posture, mannerisms, laughing 
and talking to self, and restlessness. Ob- 
servations were made by the investigator or 
the ward doctor on 4 mornings each week. 
The patients at each table were observed 
for 15 minutes with particular reference to 
the items of behaviour most relevant to the 
rating scales, and observations were re- 
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corded in the form of brief descriptive 
notes. The investigator later rated these 
notes on the scales of Appendix A. 

The notes made by the investigator dur- 
ing trials 37 and 40, and by the ward doctor 
during trials 35 and 38 (i.e., 4 consecutive 
mornings during one week) were typed out 
on slips of paper. Identifying material was 
removed and the slips placed in random 
order. They were then rated, on the 4 
scales, by an independent rater. Correlation 
coefficients were calculated, for 3 of the 
scales, between the 4 sets of ratings made 
at the time, and the 4 sets of ratings made 
by the independent rater subsequently. Too 
few patients were noted as showing man- 
nerisms during the 4 periods of observation 
to make parametric statistics applicable— 
there was practically complete agreement 
on this point. The mean coefficients for the 
other 3 scales were 0.86, 0.96, and 0.62. 

A simple 12-item ward behaviour rating 
scale was completed by the ward charge 
nurse at the end of each week of the ex- 
periment, except for 3 weeks when he was 
on holiday. Two scores were derived from 
this schedule. The first score (“Social With- 
drawal”) was composed of ratings on 8 
items—social withdrawal, disinterest in lei- 
sure activities, lack of conversation, slow- 
ness, underactivity, poor personal hygiene, 
poor mealtime behaviour, poor personal ap- 
pearance—which all correlated together. 
The second score, “Socially Embarrassing 
Behaviour,” was composed of ratings on 4 
items—overactivity, laughing and talking to 
self, posturing and mannerisms, threats or 
violent behaviour—which also correlated to- 
gether. The two scores were not intercor- 
related. There was satisfactory reliability 
as between raters. 


PRELIMINARY MATCHING AND 
EXPERIMENTATION 


The 22 patients were divided into two 
equal groups, one in each workshop. The 
two groups changed rooms at the beginning 
of each week throughout the experiment be- 
cause of the pleasanter working conditions 
in the larger room. There was no evidence 
that either room stimulated greater output 
than the other. A male and a female staff 
nurse were chosen as supervisors and, dur- 
ing the preliminary 2 weeks, they alternated 


daily between workshops, so that all pa- 
tients were supervised as much by one as 
by the other. At the end of 2 weeks it was 
possible to look for the effect of each super- 
visor on output, but no differential effect 
could be found. 

The output during these 2 weeks could 
therefore be used to match two groups of 
1l patients. This was done by obtaining 
mean scores for trials 1-7 (during the first 
week in the workshops) and allocating al- 
ternate patients, in rank order, to one of 
two groups. After two small adjustments, 
there was no significant difference between 
the two groups, and they were also ade- 
quately matched for trials 8-16. In fact, no 
further adjustment could be made which 
would improve the existing equivalence of 
the two groups in respect of age, length of 
stay in hospital, and ward behaviour scores. 
The values are shown in Table 1. A rating 
of predominant mental symptoms had been 
made by the investigator before the begin- 
ning of the experiment. All patients were 
severely ill and all showed symptoms which 
markedly interfered with their conversation 
on neutral topics. Nine patients in each 
group showed severe blunting of affect and 
poverty of speech, the remaining patients 
showed severe incoherence of speech. The 
scales used for rating the patients on mental 
state will be described elsewhere. The group 
allocated to the female supervisor was la- 
belled Group A. The other group was called 
Group B. 


CONDITIONS OF WORKSHOP SUPERVISION 


Following the preliminary two weeks in 
the workshop, each group was allocated its 
own supervisor. The supervisors were re- 
cently qualified staff nurses chosen by the 
clinician because they were representative 
of a good average standard of nurse in the 
hospital, and because they could be released 
from other duties for the period of the ex- 
periment. It was thought that any results 
they obtained could be reproduced by the 
majority of their colleagues. 

Two conditions of supervision were de- 
fined. During “passive” supervision, the 
supervisors were instructed to carry out the 
administrative procedure described earlier, 
so that patients always had work in front of 
them ready to do. Otherwise they were to 
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concern themselves only with collecting 
work, checking it and entering it in the 
record book. They could correct mistakes 
but make no other comment on the work. 
They could deal with any incident which 
required intervention in any manner that 
seemed best to them. The behaviour of the 
supervisors under these conditions was ob- 
served during a period of 15 minutes fol- 
lowing the investigator’s time-sampling of 
patients’ behaviour. In general there was 
silence during these sessions unless the 
supervisor wanted help in stacking the work, 
and the passive conditions of supervision 
were adhered to very closely. 

Simple written instructions for active su- 
pervision were given to the supervisors. Pa- 
tients who were already working well were 
to be praised and encouraged, and told what 
their output was and what their previous 
best had been. They were also reminded of 
the money value of their work. Patients 
who worked intermittently were to be en- 
couraged particularly during periods when 
they stopped work. Patients who did not 
work at all were to receive special demon- 
stration and attention. In no case was more 
than a few minutes to be spent with any 
patient, and whenever there was any sign 
of irritation the supervisor was to desist. 
The supervisors were to adopt the method 
of approach and choice of words which 
seemed to them best for each individual. 
In no circumstances was any work to be 
done for the patient. Time-sampling during 
the periods of active supervision showed 
that the supervisors kept closely to their in- 
structions, in that there was little other 
verbal comment apart from praise, en- 
couragement and goal-setting. 

An initial period of 4 weeks (trials 1-32) 


TABLE 1 


was allowed to overcome practice effects. 
Since, at the end of this time output was 
still increasing, it was decided to introduce 
active supervision for group B but not for 
group A. After a fortnight of these con- 
ditions (trials 33-50), passive supervision 
was resumed in both groups for a further 
2 weeks (trials 51-69). Active conditions 
were then reintroduced for both groups and 
continued until the contract had been 
worked out (trials 70-82). This design al- 
lowed for a comprehensive test of the hypo- 
thesis that additional social stimulation in- 
creases output in this type of patient. A 
further check was provided by the subse- 
quent introduction of more complex work, 
first under passive conditions of supervision 
(trials 83-86), then active (trials 87-91), 
and finally passive again (trials 92-94). Be- 
tween trials 82 and 83, while the new work 
had not come in, the patients worked for 2 
weeks at coil-stripping, under passive con- 
ditions of supervision. 


RESULTS 


1. Output: The mean scores per indi- 
vidual for each 2-hour trial are shown, 
separately for Groups A and B, in Figure 2. 
The peak output for any individual was 
1,600 sleeves (on the 74th trial). This was 
only 50% of the peak output (on the 56th 
trial) of a highly motivated patient who 
demonstrated little handicap (Figure 1). 
The general level of functioning was thus 
extremely low. During trials 1-16 (before 
the groups had been finally chosen and 
supervisors allocated) there was no overall 
tendency towards improvement in output. 
However, when the mean scores are seen 
in conjunction with the figures for trials 
17-32, during the subsequent 2 weeks, a 


Preliminary Matching of Two Groups of Patients 


(Age, length of stay, behaviour, output) 


Age (years) . 
Length of stay (years) 14.3 
Social withdrawal score 7.3 
Socially embarrassing behaviour 25 
Group output per trial : 

Trials 1-7 2120 


Trials 8-16 
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0-14 86 6-12 
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FIGURE 2 
Mean Output Per 2-Hour Trial for Individuals in 
Groups A and B 


trend does become apparent. This can rea- 
sonably be attributed to a practice effect. 
When active supervision is introduced for 
Group B (trial 33) there is an immediate 
increment in mean score, but no further 
increase thereafter. A sudden increase is 
also seen in Group A but there follows a 


marked drop in output throughout this 
period. When passive conditions of super- 
vision are resumed (trial 51) the output in 
Group B drops sharply, while that in Group 
A increases equally sharply. The output 
then remains stable until the reintroduction 
of active supervision, this time in both 
groups (trial 70). The immediate increase 
in output in Group A is of the same order 
as the earlier increase in Group B. There is 
an even more marked increase in output in 
Group B. A natural experiment was con- 
ducted when the male supervisor fell ill 
suddenly. During trials 80, 81 and 82, 3 
different student nurses deputised for him 
and endeavoured to keep up the active 
supervision. The output dropped markedly, 
while output in Group A was not affected. 

The output of more complicated work 
(trials 83-94) is not shown in Figure 2. 
There is a smaller proportionate effect of 
active supervision, but the rise in output 
when active conditions are introduced, and 
the fall when they are terminated, is again 
striking. 

The output figures for the two groups are 
summarised in Table 2. Mean output scores 


were derived for each group, representing 
the output over blocks of trials during which 
the experimental conditions did not vary. 


TABLE 2 
Group Output Per Trial During 9 Blocks of Trials 


TRIALS 


2617 
3362 
4771* 
3850 
4219 
8300* 


Mn 


a 


915 
1110* 


* Active conditions of supervision. 


The data in Figure 2 and Table 2 seem 
to indicate clearly that there is a relationship 
between social stimulation and output. The 
fall in output, which occurs consistently 
whenever the extra stimulation is removed, 
is particularly striking, because it cannot 
be accounted for in terms of practice effects. 
However, it is clearly important to allow for 
any overall trend due to a practice effect 
before investigating the significance of the 
changes induced by varying the type of 
supervision. Seven patients in Group A and 
4 patients in Group B increased in mean 
score from Block 1 to Block 2. These pa- 
tients improved from a mean of 391.7 during 
the first period to a mean of 558.8 during the 
second. The remaining 11 patients actually 
declined from a mean of 39.9 to a mean of 
20.3. There is a higher than expected cor- 
relation between the mean score per indi- 
vidual for Block 1 and the mean increment 
or decrement in Block 2 (r=+0.84, 
p=<.001). Apart from one case (ranked 
13 on initial output) those patients who 
increased in score from Block 1 to Block 2 
were the highest initial scorers, while those 
who decreased were the lowest initial 
scorers. (Four patients who did no work in 
either period were included in the latter 
group.) However, although the 11 high 
initial scorers accounted for 91% of the total 
output in Block 1, and 95% in Block 5 (both 
under passive conditions of supervision), 
they accounted for only 73% of the total 


316 
— 8 
BLOCK CGROUP GROUP B 
1-16 2140 
17-32 2854 
33-50 3262 
3 es 51-55 3660 
87-91 1087* 
92.94 954 904 
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output in Block 6 (active conditions). It is 
clear therefore that the 11 low initial scorers 
were responsible for a disproportionate 
amount of the increase in output when 
active conditions of supervision were in- 
troduced. 


Thus the 11 patients who initially had a 
high output contributed most of the prac- 
tice effect, while the remaining 11 patients 
were responsible for a substantial proportion 
of the increase in motivation. The two 
groups must therefore be analysed separate- 
ly. 

So far as the 11 who showed a marked 
practice effect are concerned, a maximum 
point was selected for each one, defined as 
the first trial following which there were 
15 trials with no further increase in output. 
Slopes and levels were calculated for these 
15 trials together with any other trials to the 
end of the current block. An extrapolation 
from these slopes and levels allowed the 
calculation of an expected mean score dur- 
ing Block 5, assuming that the trend had 
continued without interruption. In 2 cases 
the calculated level was higher than the 
observed level and the increase during 
Block 6 could be explained on the basis of 
a continuation of an earlier trend. The re- 
maining 9 individuals showed an increase, 
from Block 5 to Block 6, which could not be 
so explained. The correlated t-test showed 
a significant increase for these 9 patients 
(t=5.63, p=<.001). 

Turning to the analysis of the scores of 
the remaining 11 patients, there is no prac- 
tice effect to allow for, and any increase 
during periods of active supervision can be 
provisionally attributed to the effect of in- 
creased motivation. A 2 x 6 analysis of 
variance of the scores was carried out and 
showed very highly significant effects be- 
tween blocks of trials, between the two 
groups, and also a very highly significant 
interaction. Subsequent t-tests showed no 
significant difference between any of the 
blocks of trials for the 4 patients in Group 
A. The 7 patients in Group B showed a sig- 
nificant increase from Block 2 to Block 3 
(t=2.34, p=<.05), a significant decrease in 
Block 4 (t=2.50, p=<.02) and a further 
significant increase in Block 6 (t=7.54, 
p=.001). This is confirmed by examination 


of the output data for each individual pa- 
tient. 

Thus 9 out of 11 initially high scorers, and 
7 out of 11 initially low scorers, showed a 
significant response to active supervision, 
irrespective of practice effects. 

When the more complicated work was in- 
troduced, there was still a significant in- 
crease in output under active (Block 8) 
compared with passive (Block 7) conditions 
of supervision (t—2.85, p=<.01). More 
important, because practice effects are al- 
lowed for, there was a significant decrease 
on reversion to passive conditions (t=2.33, 
p=<.05). 

Throughout the experiment, there was no 
evidence that sex of supervisor had any in- 
fluence on the results. There was the usual 
wide variation in output from trial to 
trial which is characteristic of schizophrenic 
patients. Apart from a fairly constant rise 
in output on Friday afternoons (pay day) 
and fall on Monday mornings, which these 
patients shared with their colleagues in 
open industry, no systematic interpretation 
of the diurnal variations can be offered. 

2. Time-sampling of workshop behaviour : 
The workshop behaviour ratings made 
during each of 5 consecutive fortnightly 
periods were summed, giving total scores 
for each group of patients representing 
their behaviour during that fortnight. The 
first 4 periods corresponded to trials 17-32, 
33-50, 51-69 and 70-82 respectively. The 
fifth period was the intermediate fortnight 
between trials 82 and 83, during which the 
patients were occupied in coil-stripping. 
Eight observations (lasting one quarter of 
an hour) were made during each fortnightly 
period and the total scores for each group 
are shown in Table 3. 

The decrease in “immobility” score, when 
active conditions of supervision were in- 
troduced, and the subsequent increase when 
passive conditions were resumed, is ob- 
vious. The decrease in total score from 
period 3 to period 4 is significant (t—4.95, 
p<=.001). The subsequent increase in 
period 5 is also significant (t=3.87, 
p=<.001). There is no significant change 
in the behaviour scores on the other 3 
scales, but there is a small and consistent 
improvement in each one during the periods 
of active supervision. 


3 
4 Fe 
¥ 
j 
. 


SEVERELY ILL CHRONIC SCHIZOPHRENIC PATIENTS 


TABLE 3 


Total Workshop Behaviour Scores, for Groups 
A and B, During 5 Fortnightly Periods 


CONDITIONS 
OF 
SUPERVISION 


Passive 
Active 
(Group B) 
Passive 
Active 
(Both groups) 
Passive 
Mean per fortnight : 
Passive conditions 


Active conditions 75 16 


17 
3 


8 SS 


3. Ward behaviour scores : The mean be- 
haviour scores for Groups A and B during 
the 14 weeks in the workshop, are shown in 
Table 4. The scores representing Socially 
Embarrassing Behaviour show little change 
throughout this period and there is no sig- 
nificant difference between the groups. So 
far as Social Withdrawal scores are con- 
cerned, Group B has slightly higher mean 
scores throughout, though the difference 
between groups is not significant. There is 
a gradual decrease in score in both groups 
from weeks 4 to 8, but this is clearly not 
related to the activity of the workshop su- 
pervisors. The factors responsible for the 
temporal trends which can be seen in these 
data are almost certainly complex. Since no 
other hypothesis was put forward concern- 
ing them, no further statistical analysis has 
been undertaken. It should be noted, how- 
ever, that the improvement in ward be- 


haviour took place during a period when the 
patients were not receiving any medication. 


Discussion 


The statistical analysis confirms the im- 
pression given by Figure 2, that there is an 
immediate increase in output in 16 out of 
22 severely ill long-hospitalized schizo- 
phrenic patients, in response to additicnal 
social incentives, and that this increased 
motivation lasts only as long as the stimulus 
is applied. Such an unequivocal result 
raises the question as to why a similar result 
was not found in the experiments of O’Con- 
nor, et al.(10) and O’Connor and Rawnsley 
(12). There may be two explanations. In the 
first place, it has been shown that there are 
two subgroups in the present series of pa- 
tients. Half the patients accounted for over 
90% of the initial output of the group, and 
for all the improvement due to practice, but 


TABLE 4 
Mean Weekly Ward Behaviour Scores for Individuals in Groups A and B 


* Active conditions of supervision. Two trials in week 13 and 3 in week 14 were also conducted under active supervision. 


: PERIOD pO IMMOBILITY MANNERISMS TALKING TO SELF RESTLESSNESS 
B A A B 
‘ 113 116 28 18 69 66 54 
ee 123 102 24 4 66 49 52 
Be 122 124 23 13 64 47 55 
eee 88 48 16 2 62 36 54 
129 112 66 OCG 11 
a, 122 117 22 | 66 53 60 
62 43 53 
SCORE BEHAVIOUR SCORE 
WEEK TRIALS GROUP A GROUP B GROUP A GROUP B 
1 1-7 7.3 8.6 25 3.0 
4 26-32 74 9.0 2.1 2.6 
5 33-41 6.5 8.0* 2.0 yy 
4 6 42-50 6.0 7.6* 25 2.4* 
‘: 7 51-59 5.3 6.2 2.7 2.6 
a 8 60-69 4.2 5.7 1.9 2.4 
9 70-77 1.9° 2.2* 
m4 10 78-82 4.8* 5.5* 2.4* 2.8* 
12 5.5 6.6 28 33 
ie 13 83-88 5.4 6.3 2.4 28 
14 89-94 45 5.5 oe 2.3 2.8 
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this subgroup contributed only 40% of the 
increase in output in response to additional 
social stimulation. The remaining patients 
who had a very low initial output, and who 
showed no improvement with practice 
alone, accounted for 60% of the increase in 
output under active conditions of super- 
vision. O’Connor’s patients were probably 
functioning at least at the level of the for- 
mer group. In the second place, the social 
conditions of the present series were much 
more rigorously controlled, and a more 
sustained and intensive social stimulus was 
applied. In O’Connor’s work the stimulus 
was applied uniformly at specified intervals, 
during 20-minute trials, by experimenters 
with whom the patients were unfamiliar. In 
the present project, most stimulation was 
given to patients who were working least, 
though every patient was encouraged, and 
the whole group was aware of the change 
in routine throughout the period of active 
supervision. The 2 supervisors were familiar 
staff nurses who were with the patients all 
day and every day for several months. 

The flat learning curve, to which O’Con- 
nor drew attention, is clearly evident in the 
present work. There is a very marked handi- 
cap as measured by the output on the very 
simple industrial work provided. The fact 
that, though output was increased under 
conditions of social stimulation, it did not 
remain at the higher level when the stimula- 
tion was withdrawn, differentiates these pa- 
tients from the imbeciles in O’Connor’s ex- 
periment(11). 

The decrease in immobility concomitantly 
with an improvement in output during peri- 
ods of active supervision is to be expected. 
Three of the scales which were rated ac- 
cording to observations made during time- 
sampling of the patients’ behaviour, con- 
cern activities which are, in part, alternatives 
to working. If the patients work harder, the 
time spent in inactivity, mannerisms or rest- 
lessness is likely to be diminished. When 
these ratings are summed for trials 56-79, 
the resulting scores show a very high cor- 
relation with mean output over the same 
period (r=—0.93). 

Ward behaviour did not show any cor- 
responding fluctuation during periods of 
active, compared with periods of passive, 
supervision. This accords well with the ex- 


periences of the other investigators to whom 
reference was made earlier. There is no 
generalisation of response from the specific 
situation in which extra stimulation is pro- 
vided, to other social situations. The overall 
improvement and later fluctuation in ward 
behaviour may possibly be explained in 
terms of the type of work done—in particular 
the degree of interest shown by the patients 
in the different types of work—or it may re- 
sult from a complex of factors including 
changes in the attitude of the rating charge 
nurses. 

There is a significant increase in the out- 
put of relatively complex work (box nest- 
ing) as well as in performance on sleeve 
folding when active supervision is intro- 
duced. The increase is not, however, propor- 
tionately as great. The importance of the re- 
sults with complex work lies in the fact that 
not only does output increase under active 
conditions of supervision but it decreases 
significantly when passive conditions are re- 
sumed. 

The clear cut way in which these patients 
responded, with very little latent period, to 
extra social stimulation, and particularly the 
sharp drop in output when the stimulation 
was discontinued, is difficult to explain in 
terms of learning theory. A physiological 
process is suggested. Cozin, et al.(3) have 
described something similar in senile pa- 
tients. Tizard and Venables(15) and Ven- 
ables(16) have described the improved ef- 
ficiency of performance of withdrawn 
chronic schizophrenic patients under con- 
ditions of increased background stimulation, 
and Venables(16) has since postulated a 
change in level of reticular activity to ac- 
count for this. However, it is premature to 
speculate further along these lines in ac- 
counting for the present findings. 

The way in which other changes in the 
social environment immediately affect per- 
formance is demonstrated by the increase 
and subsequent decline in output in Group 
A, while B was being selectively encour- 
aged, and also by the decline in output in 
Group B when substitute supervisors had to 
be introduced for 3 trials. There is little 
doubt that many such “random” influences 
are occurring all the time in a hospital ward, 
and the high reactivity which many patients 
in this series show, may account for the fact 
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that the performance of schizophrenics is 
always found to be extremely variable. 

The clinical value of active, as compared 
with passive, supervision for these patients 
in an occupational therapy department or 
sheltered workshop is difficult to assess. It 
is a sound principle of rehabilitation to give 
exercise to functions which have become 
disused following illness or injury, in the 
hope that partial or complete recovery 
may eventually occur. “Institutionalism,” in 
chronic schizophrenics, may be largely due 
to the fact that apathetic patients do not 
actively use their faculties and, in a crowded 
and understaffed ward, it is difficult to give 
the proper medical and nursing attention 
which would keep residual mental and phys- 
ical functions at the optimum level. 

Whether such active remedial care is, in 
itself, therapeutic, cannot be decided from 
such a short experiment as this one. There is 
no evidence, over 16 weeks, that the pa- 
tients are much different in mental state or 
behaviour from when they started, though 
the measures used are admittedly extremely 
crude. On the other hand, improvement in 
output was still taking place in certain pa- 
tients after 200 hours of practice, and it is 
unlikely that these experimental conditions 
provided the optimum environment for im- 
provement to occur. Further experimenta- 
tion is needed in order to discover whether 
chronic schizophrenic patients may reveal 
unexpected residual assets under conditions 
of prolonged and intensive re-education of 
specific faculties. 


SUMMARY 


Twenty-two long-stay severely ill male 
schizophrenic patients were employed in a 
hospital workshop for 16 weeks. They all 
lived in one villa where the standard of 
social treatment was high. The two work- 
shop supervisors were a male and a female 
staff nurse. The sex of the supervisor did 
not influence the results. The conditions of 
supervision were varied experimentally. 
There was a sharp increase in output (on a 
simple sleeve folding task) whenever social 
incentives were introduced, and a sharp fall 
whenever passive conditions of supervision 
were resumed. The 10 patients with the 
highest initial output, together with 1 other 
(ranked 13 on initial output), accounted for 


over 90% of the output under passive con- 
ditions, and for all the improvement due to 
practice. However, they contributed only 
40% of the improvement due to additional 
social incentives. The remaining patients, 
therefore, functioned at a very low level 
relative to the initially high scorers and 
showed no practice effect, but 7 of them 
responded very markedly to encouragement. 
Time-sampling of workshop behaviour 
showed that the increase in working activity, 
under active conditions of supervision, was 
accompanied by a significant decrease in 
various abnormalities of behaviour (immo- 
bility, mannerisms and restlessness). Ward 
behaviour was unaffected. 


APPENDIX A 


IMMOBILITY 

3. Sitting or standing with minimal move- 
ment, ¢.g., head sunk on chest, eyes closed or 
half-closed, only very occasional movements 
such as lifting head or shifting position. 

2. Some movement, e.g., staring round 
workshop, a little work, some fiddling with 
scraps, rubbing face or yawning, or rare man- 
nerisms. Mainly just sitting. 

1. Moving most of the time, e.g., working, 
fiddling, shifting position, but occasionally re- 
mains in one posture without movement. 

0. Constantly moving—either working or 
restless movements. 

Manneriss (stylised movements which are 
clearly not random as in fiddling with a scrap 
of paper, but meaningful to the individual) 

3. Practically continuous during observation 
period. 

2. Frequent mannerisms, or for more than 
half the observation period. 

1. Occasional manneristic movements. 

0. No mannerisms seen. 
MovuTH AND LIP MOVEMENTS, 
LAUGHING TO SELF 

3. Frequently talks or laughs out loud 
throughout observation period. 

2. Occasionally laughs or talks out loud. 
And/or: overt continuous obvious lip move- 
ments, but soundless. 

1. Occasional obvious muttering, or con- 
tinuous chewing, teeth clenching or covert lip 
movements. 

0. No mouth or lip movements. 
Rest.essness (include all movements not con- 
nected with efficient work but excluding man- 
nerisms) . 

3. Wandering around workshop throughout 
observation period. 


TALKING AND 
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2. Some wandering around, or constant 
fiddling (e.g., playing with elastic band or 
scraps of paper, rubbing face and hands, etc.). 

1. Some fiddling or staring around. 

0. No restless movements. 


APPENDIX B 


OUTPUT ON AN INDUSTRIAL TASK AS AN OBJEC- 
TIVE MEASURE OF IMPROVEMENT IN CHRONIC 
SCHIZOPHRENIC PATIENTS 


In the preceding paper an experiment was 
described in which 22 severely ill chronic 
schizophrenic patients were occupied on 
industrial tasks under varying conditions of 
supervision. All drugs were removed 2 weeks 
before the patients entered the workshops. 
The output the patients achieved through- 
out the experiment was very low, but it was 
clearly demonstrated that 11 of them im- 
proved with practice, and that 16 out of 22 
improved further when extra social in- 
centives were introduced. It was intended 
to combine this exercise with a drug-trial, 
but the supply of work ran out after the pa- 
tients had been receiving trifluoperazine or 
placebo for only 3 weeks, and an adequate 
trial was not therefore possible. The method 
used, however, is thought to be of sufficient 
interest to justify a technical note on pro- 
cedure. 


Two groups of patients were matched on 
their industrial output during 18 2-hour 
trials (33-50). These groups were not sig- 
nificantly dissimilar in respect of age, length 
of stay in hospital, ward or workshop be- 
haviour scores. One group (6 Group A and 
5 Group B) received trifluoperazine 10 mg. 
b.i.d. The other group received similar inert 
tablets. Only the clinician (R.K.F.) was 
aware of the identity of the experimental 


TABLE 


and control group patients. Tablets were 
introduced on the evening before trial 56. 
Trials 56-69 were conducted under passive 
conditions of supervision, and trials 70-79 
under active conditions. After the patients 
had been receiving tablets for 6 weeks, more 
complicated work was introduced (trials 
83-94). 

The output of the two groups in respect of 
simple sleeve folding (trials 33-79) and box 
nesting (trials 83-94) is shown in Table 1. 
Although the groups are closely matched 
during trials 33-50, they diverge somewhat 
so that the placebo group is superior, during 
trials 51-55 (before tablets were started )— 
the difference is not, however, significant 
(t=0.89). During trials 56-69 ( passive con- 
ditions of supervision) there is no change 
in the relative outputs of the experimental 
and control groups. When active supervision 
is introduced (trials 70-79), the 2 groups 
again become equivalent in output. There 
is no hint of a drug effect in these figures. 

When the more complicated work is in- 
troduced, the group of patients receiving 
trifluoperazine achieves a higher output 
than the placebo group, under both active 
and passive conditions of supervision. The 
difference is not, however, statistically sig- 
nificant (under passive conditions, t=0.82). 

Clearly the conditions of the experiment 
do not allow for a conclusion as to whether 
there is an improvement due to trifluopera- 
zine after 6 weeks on the drug, since output 
on the two kinds of work is not comparable. 
However, the reversal of the relative levels 
of output in the 2 groups does suggest a 
drug effect. 

This method is potentially valuable for 
testing the efficacy of new drugs in this type 
of patient, where the handicap is so severe 


1 


Group Output per Trial, During 9 Blocks of Trials in a Group of Patients Receiving Trifluoperazine and 


a Group Receiving Placebo 


TRIFLUOPERAZINE 


Sleeve folding 3 


Box nesting 


* Active conditions of supervision. (Drug or placebo treatment commenced with trial 56.) 


d 
j 
By 
its 
| 
BLOCK TRIALS PLACEBO 
33-50 3954 4079 
51-55 2880 4630 Hey 
56-69 3278 4886 
70-79 6910" 7390° 
87-91 1304* 893* 
92-94 1115 743 
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that even small degrees of improvement 
should be noticeable. It should also be pos- 
sible to discover whether there is any in- 
teractive effect between drug and social 
treatment. 

Future trials should only be undertaken 
when a long run of work is available. Plenty 
of time is needed for preliminary matching 
before drugs are introduced, and at least 8 
weeks trial on the drug should be allowed 
for. Matching should take account, not only 
of initial level of output, but also of practice 
effects and the effect of social stimulation 
(unless this is rigorously controlled). Prac- 
tice effects are difficult to avoid by waiting 
until all patients have reached a plateau. 
In this experiment, several patients were still 
improving after 200 hours of practice. 
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The purpose of this study is to compare 
the use of paraldehyde alone, promazine 
(Sparine) alone, and a combination of 
paraldehyde and promazine in the treat- 
ment of the alcohol withdrawal syndrome. 

This syndrome follows prolonged use of 
alcohol and includes anxiety, agitation, trem- 
or, loss of appetite, and insomnia. Other 
more severe symptoms that may be present 
are nausea and vomiting, convulsions, and 
delirium tremens. Experimental work con- 
firming this view of the alcohol withdrawal 
syndrome is presented by Fraser(1) and 
Wikler(2). 

Delirium tremens was diagnosed in this 
study when the patient manifested simul- 
taneously, while he was in the hospital : 1. 
Hallucinations and/or delusions ; 2. A sen- 
sorial deficit. Alcoholic hallucinosis, which 
differs from delirium tremens by the ab- 
sence of the sensorial deficit, was excluded 
from this study. I feel, as do many others, 
that alcoholic hallucinosis is a release of an 
underlying psychoses rather than a symp- 
tom of alcohol withdrawal. Bleuler(3) gives 
a description of the peculiar nature of the 
hallucinations of the patient with delirium 
tremens and indicates how they differ from 
those of alccholic hallucinosis. He points 
out that the combination of anxiety with 
euphoric humor (grim humor) is a path- 
ognomonic sign of delirium tremens. He 
states that when auditory hallucinations are 
present the diagnosis of schizophrenia must 
always be considered. Finally he finds in 
patients with alcoholic hallucinosis that a 
long-standing schizophrenia is invariably 
present. 

Convulsions during the period of with- 
drawal were of particular interest because, 
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although not a frequent complication, they 
are a serious complication. Also, there have 
been indications in studies by Szatmari, 
Barsa, Reinert and Fazekas, that the use of 
phenothiazine derivatives increases the pos- 
sibility of convulsions (4-7). 

There have been many treatments of the 
alcohol withdrawal syndrome. Romano(8) 
reviews the early studies on delirium tre- 
mens and the concepts of its etiology and 
therapy. Block(9) reviews current therapies 
of the alcohol withdrawal syndrome and 
emphasizes the value of the phenothiazine 
derivatives. The more recent literature de- 
scribes the use of both the phenothiazine 
derivatives and other agents(10-17). Fried- 
holf and Zitrin(13) indicate that treatment 
with the phenothiazine derivatives or with 
paraldehyde is equally effective. Also, in 
view of some clinical impressions that I 
had regarding seizures as a complication 
of phenothiazine therapy, I wished to eval- 
uate this problem in the treatment of the al- 
cohol withdrawal syndrome with the vari- 
ous drug therapies used in our study. 


MATERIALS AND METHODS 


The Monroe County Psychiatric Hospital 
Unit is a diagnostic unit where patients are 
admitted for short-term screening and diag- 
nosis of psychiatric illnesses. The Unit also 
admits alcoholics on a voluntary basis from 
the community and under commitment from 
the courts and jails. Alcoholics constitute 
about 450 admissions per year or approxi- 
mately one-third of our total admissions. Men 
comprise most of these alcoholics and our 
study was limited to men only. The bulk of 
the alcoholics from the community seek ad- 
mission to terminate their alcoholic epi- 
sodes, usually because they are in physical 
distress. The courts and jails send alcoholics 
that are too sick medically or psychiatrically 
for their facilities. The function of the Unit 
with respect to the alcoholic is to terminate 
the withdrawal syndrome, and then the pa- 
tient is referred to his private physician, the 
alcoholism clinic, alcoholics anonymous, or 
returned to the court or jail. There is no 
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systematic psychotherapy in the hospital 
although an attempt is made to maintain a 
psychotherapeutic attitude among personnel. 

On admission, each patient had a physical 
examination and routine laboratory work, 
and during his hospital stay was seen re- 
petitively by both internists and psychia- 
trists. 


Patients were excluded from the study 
for the following reasons : 1. If they had a 
severe physical or psychiatric illness other 
than that due to the alcohol withdrawal ; 
2. If they were taking large amounts of 
other drugs ; 3. If they were drinking less 
than 5 days out of the previous 10 days be- 
fore admission. 

All the patients admitted during the first 
4-week period of the study were treated 
with promazine and paraldehyde. During 
the second 4-week period all were treated 
with promazine alone, and during the third 
4-week period with paraldehyde alone. This 
rotation of treatment was then repeated, the 
study lasting a total of 24 weeks. 

All the patients in all groups were given 
vitamin B complex intramuscularly for 3 
days and multivitamins orally, daily while 
in the hospital. The basic orders, which could 
be varied to fit the patient’s needs, were 
as follows for the different groups: 1. The 
promazine-paraldehyde group had an initial 
intramuscular injection of 100 mg. of pro- 
mazine, followed by 100 mg. by mouth 
q.id. They also received 6 cc. of paralde- 
hyde every 4 hours by mouth, as needed. 
2. The promazine group had an initial in- 
jection of 100 mg. of promazine intramus- 
cularly and then had 100 mg. of promazine 
every 3 hours by mouth, as needed. 3. The 
paraldehyde group had 6 cc. of paraldehyde 
by mouth every 3 hours, as needed. 

A form was used for recording results, 
entering “yes” or “no” for the following 
categories: 1. Slept well; 2. Ate well; 3. 
Agitated and anxious ; 4. Vomited ; 5. Con- 
vulsed ; 6. Confused ; 7. Delusions and/or 
hallucinations. 

Each shift of nurses recorded their ob- 
servations on the form at the end of their 
shift. Thus in the course of the day the pa- 
tients were observed by three different shifts 
of nurses. Six days a week the patients were 
seen by one of our two internists and their 
observations recorded. The internist saw all 


patients on the days he made rounds and 
each internist made rounds 3 days per week. 
Each patient was also followed by one psy- 
chiatrist who saw his patients about 3 times 
per week and recorded his observations. 

The study grew out of an interest of both 
psychiatrists and internists involved in the 
study, as to the relative effectiveness of 
paraldehyde and promazine in the treat- 
ment of alcohol withdrawal. The nursing 
staff were told of the study and its purposes 
and the recording of information was an ex- 
tension of their nursing notes. 

The measurement of the various cate- 
gories was gross; if the patient slept con- 
tinuously between midnight and 7 a.m. he 
slept well; if he cleared his tray, he ate 
well. Agitation and anxiety were recorded 
as positive if there were any indications of 
either on gross inspection. Confusion was 
positive if the patient was disoriented for 
time and/or place. Delusions and hallucina- 
tions were positive when observed in the 
patient while he was in the hospital. The 
day of discharge was determined by the 
psychiatrist and was primarily a reflection 
of the categories of sleeping, eating and 
anxiety, and agitation returning to normal. 
Also involved was the clinical judgement 
that the alcoholic had temporary control of 
his drinking. 


RESULTS 


During the 24-week period of the study, 
222 patients with alcohol withdrawal were 
admitted to our Unit. Of these, 47 patients 
were excluded from the study (see Table 
1). This group was 21% of the total (in- 


TABLE 1 
Number of Patients Excluded from the Study and 
Reasons for Exclusion 


Reason for Exclusion Number of Patients 

1. Other drugs before admission 5 
2. Primary psychiatric illness 7 
3. Severe medical illness 7 
4. Not drinking sufficient time 11 
5. Chronic brain syndrome 14 
6. Left before study completed 3 

Total 47 


cluded was one patient from the promazine 
group who had had several seizures before 
admission. After admission he had several 
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more seizures with temporary respiratory 
arrest. Because of the severity of his illness, 
he was transferred to another hospital for 
acute care. Another patient included in this 
group had a seizure before medication and 
sustained a basilar fracture of the skull with 
subarachnoid hemorrhage. He was treated 
with paraldehyde and also was transferred 
to another hospital. Both patients survived 
but were not followed in our Unit and so 
were excluded from the study). Table 2 


TABLE 2 
Total Number of Patients in Treatment Groups and 
Numbers with and without Delirium Tremens * 


Paraide- Promazine- 


Promazine hyde Paraldehyde Total 


Total patients 
withdrawal 
syndrome 57 
Withdrawal syndrome 
without delirium 
tremens 44 
Withdrawal syndrome 
with delirium 
tremens 13 
* The total number of patients (175) represents 157 indi- 


viduals of whom 12 had two admissions, and 3 had 3 
admissions. 


shows the total number of patients studied 
in the various treatment categories. This is 


FIGURE 1 
Percent of patients in the hospital on each hospital day 
with different therapies * 


IN HOSPITAL 


PERCENT OF PATIENTS 


12345 678 9 13 14 15 16 


HOSPITAL DAY 


* The hospital day number indicates the end of that day. The 
first day was of varying length, depending on the hour of 
admission. For purposes of compilation the day of admission 
was counted and the day of discharge was not counted. 


broken down into sub-groups of alcohol 
withdrawal, with and without delirium tre- 
mens. 

Figure 1 plots the per cent of patients re- 
maining in the hospital at the end of each 
hospital day for the different therapies. It 
can be seen that the promazine group left 
the hospital earliest and that the paralde- 
hyde and promazine-paraldehyde group fol- 
low approximately the same curve. At the 
end of the fourth day, for example, 28% of 
the promazine group, 66% of the paralde- 
hyde group and 61% of the promazine- 
paraldehyde group were in the hospital. 
The average stay of the promazine group 
was 4.09 days and that of the paraldehyde 
group 5.18 days. When analyzed statistically 
there is a significant difference between the 
promazine and paraldehyde groups.* 

Graphs with similar curves were obtained 
when the following categories were plotted : 
1. Per cent of patients agitated and anxious 
on each hospital day with different thera- 
pies. 2. Per cent of patients sleeping poorly 
on each hospital day with different thera- 
pies. 3. Per cent of patients eating poorly 
on each hospital day with different thera- 
pies. 

At the end of the fourth day, 12% of the 
promazine patients and 55% of the paralde- 
hyde patients were anxious and agitated. 
When the paraldehyde and promazine 
groups were compared as to duration of 
anxiety and agitation, the promazine group 
showed statistically significantly shorter 
duration.* 

Promazine was also found to be signifi- 
cantly more effective in controlling sleep- 
lessness than paraldehyde.® A similar dif- 
ference was found in patients returning to 
normal eating patterns, with promazine be- 
ing more effective than paraldehyde but 
not as effective as in the other categories.* 

The groups of patients with delirium tre- 
mens treated with different therapies were 
graphed for days in the hospital and for 
duration of anxiety and agitated. These 
graphs were similar to those of the total 
groups. Under promazine therapy, there 


3 T is 4.30 with 111 df. P. is less than .01. 

4T=5.02 with 111 df. P is less than .01. 

5 T=3.15 with 111 df. P is less than .01. 

6 T=2.50 with 111 df. P is less than .05 and 
greater than .01. 
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was earlier discharge from the hospital and 
earlier disappearance of agitation and anxi- 
ety but the difference was not statistically 
significant. In these cases again the sta- 
tistical comparison was between the pro- 
mazine and the paraldehyde groups. 
Convulsions and Vomiting : In the com- 
bined groups, a total of 14 patients had 
seizures of the grand mal type. However, 
2 patients had seizures in the hospital be- 
fore any medication had been given and are 
not included in our figures. Table 3 shows 


TABLE 3 
Number of Patients with Grand Mal Seizures in 
Various Treatment Groups 


Promazine- 
Promazine Paraidehyde Paraldehyde 


Withdrawal syndrome 
without delirium 
tremens 

Withdrawal syndrome 
with delirium 
tremens 

Total number of 
seizures 


the distribution of the seizures in the various 
groups. There is not a statistically signifi- 
cant difference between the various treat- 
ment groups." 

One of the promazine group had con- 
vulsions before admission and 2 convulsed 
a few minutes after receiving the initial in- 
jection of promazine. Most of the proma- 
zine seizure group were treated with bar- 
biturates after they convulsed, but 2 were 
continued on promazine alone without fur- 
ther seizures. The paraldehyde and proma- 
zine-paraldehdye groups were treated only 
by increasing the paraldehyde, after sei- 
zures occurred. 

Vomiting was approximately the same for 
all groups. There were 6 patients in the 
promazine group who vomited at some time 
during their hospital stay, 7 in the paralde- 
hyde, and 7 in the promazine-paraldehyde 
group. 

Clinical Impressions : A complication of 
promazine therapy that offered difficulty 


7 Comparing all three groups : Chi?=1.318. P is 
greater than .5 and less than .7 with 2 df. Com- 
paring the promazine and paraldehyde groups : 
Chi?—1.287. P is greater than .2 and less than .3 
with 1 df. 


was postural hypotension. This was very 
common and was manifested as “lighthead- 
edness” and/or “dizziness,” and occasion- 
ally a patient would fall to the floor. Blood 
pressures were not taken routinely as 
part of the study. However, when blood 
pressures were taken on patients with the 
above symptoms, the readings were found 
to drop markedly when the patient went 
from the lying to standing position. This 
was most prominent the first day or two of 
promazine therapy and would disappear at 
times without changing dosage or with 
lowering the dosage. We did not have to 
discontinue treatment on any patient be- 
cause of hypotension. 

All personnel involved with the patients 
found them much more manageable and co- 
operative without paraldehyde, whether it 
was given with or without promazine. With 
paraldehyde, patients were constantly ask- 
ing for more and upsetting ward routine. 
Also, they were more agitated, wandered 
about more, and disturbed other patients. 
Overall, the ward was more disturbed and 
tense. Of the patients who had experience 
both with paraldehyde and with promazine 
alone, comments varied. Some patients pre- 
ferred the treatment with promazine while 
others preferred treatment with paralde- 
hyde. 


CoMMENTS 


The results of the study indicate that 
promazine is preferable to both paralde- 
hyde and promazine-paraldehyde therapy 
in the treatment of alcohol withdrawal. It 
should be noted that in the treatment of 
delirium tremens, there was not a significant 
difference between promazine and paralde- 
hyde therapy, though there was a ttend 
favoring promazine therapy. In the categor- 
ies of early discharge, duration of anxiety 
and agitation, and time required to be eat- 
ing and sleeping well, promazine by itself 
showed the greatest efficacy. In terms of 
ward management, all personnel agreed that 
problems were decreased with the use of 
promazine alone. With the use of proma- 
zine therapy, it seems to me that the major- 
ity of our patients could have been managed 
in a general hospital. 

Convulsions were more frequent in both 
treatment groups in which promazine was 
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used, although not significantly so. This was 
a surprise for two reasons : 1. That convul- 
sions are a symptom of alcohol withdrawal 
and accordingly, alcohol or a similar drug 
would seem the treatment of choice; 2. 
That the tranquilizers, as indicated pre- 
viously, seem to increase the likelihood of 
seizures. 

Postural hypotension was a common pro- 
blem with promazine with the main ap- 
parent danger being that of a hypotensive 
episode associated with a fall. In this study 
group, however, there were no known seri- 
ous complications of hypotension. It should 
be noted that no routine measurements of 
blood pressures were made. 


SUMMARY 


A comparison was made of the treatment 
of the alcohol withdrawal syndrome with 
either promazine, paraldehyde or proma- 
zine-paraldehyde combined. 175 patients, 
136 without delirium tremens and 39 with 
delirium tremens, were studied. 

Promazine was found to be better than 
either paraldehyde or promazine-paralde- 
hyde combined, in the categories of early 
discharge from the hospital, decreased agi- 
tation and anxiety, and return to normal 
eating and sleeping patterns. 

When the delirium tremens group treated 
with promazine was compared with the 
group treated with paraldehyde, there was 
not a significant difference. 

Vomiting was approximately the same in 
all groups. Convulsions were more frequent 
in the groups treated with promazine, but 
not significantly so. Postural hypotension 
was a frequent complication of promazine 
therapy. 

Ward management of the patients who 
did not receive paraldehyde was easier than 


of those who did receive it. It appeared that 
with the use of promazine many of the pa- 
tients could have been managed in a general 
hospital. 
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In very recent years it has become a rath- 
er common practice both on the Island of 
Puerto Rico, in areas of the Continental 
United States such as New York City where 
there are large concentrations of Puerto Ri- 
can patients, and in the Armed Services 
where Puerto Rican troops are frequently 
seen medically, for physicians to make a di- 
agnosis of Puerto Rican syndrome or “ata- 
que.” Indeed, although few articles have 
been written describing these syndromes in 
detail, most of these articles and the con- 
census amongst those who make the diag- 
nosis regularly is that the syndrome is a cul- 
tural phenomenon which is especially prev- 
alent in this particular group of people(1, 
2, 3). It has also become a take-off point for 
at least one treatise upon the subject of so- 
cial psychiatry or cultural psychiatry and 
has been linked with pleas for further un- 
derstanding and investigation of cultural 
phenomena and their impact upon psychi- 
atric disease(1). 

The syndrome has been variously des- 
cribed but in general there are several cri- 
teria which are characteristic. Certainly the 
most prominent is the bizarreness combined 
with extreme fright, agitation and personal 
violence. The descriptions include syn- 
dromes mutism, pseudoepilepsy, violent 
movement, bizarre detached uncommunica- 
tive violent attitudes, self-mutilation, and 
the full range of psychotic behavior from 
posturing of a catatonic sort to coprophagia 
(2,3). This is the most spectacular aspect of 
this syndrome and in this lies the key to un- 
derstanding the confusion that has arisen 
with the evolution of this new term. 

The following are sample case histories 
written from Rodriguez U.S. Army Hospital 
files. All of them were referred to the hos- 
pital with the diagnosis of “Puerto Rican 
syndrome.” 


Case 1.—The patient was a 23-year-old Army 
private who became acutely disturbed suddenly 
one day while sitting in his barracks. He got 


1 Chief, Psychiatric Section, Rodriguez U. S. 
Army Hospital, Fort Brooke, Puerto Rico. 
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up, ran around the room, jumped on every- 
body’s bed, screamed and yelled and had to be 
restrained. In the process of being subdued, 
the patient became almost rigid, was breath- 
ing very heavily, rolled his eyes up so that 
only the whites were visible, foamed at the 
mouth and trembled all over. He was admitted 
to an Army hospital in the Continental United 
States where he remained for several weeks. 
During his hospitalization, there were several 
similar episodes somewhat milder but always 
marked by subsequent amnesia and mild con- 
fusion. From each of these episodes he experi- 
enced a complete and spontaneous recovery. 
During subsequent examinations, the patient 
reported that he had intermittent headaches 
and giddiness for approximately 4 years al- 
ways in relationship to his feelings of anger. 
He stated that every time he seemed angry at 
somebody, the feelings would come over him. 
During subsequent examinations, the patient 
began to recollect that during the course of his 
training at his last station, prior to his hos- 
pitalization, he had become terribly angry at 
his sergeant who, he said, was unfair but 
towards whom he was not particularly para- 
noid. He detailed many complaints about the 
sergeant and with a great deal of anger. During 
the examinations, the patient again began to 
experience giddiness, headache, and had trou- 
ble finding words. When the subject was 
dropped and he was allowed to go back to the 
ward, he experienced a complete remission of 
his symptoms. 

Shortly after being transferred to this hos- 
pital, the patient was discharged back to a 
trial of duty and very soon thereafter experi- 
enced an episode similar to the ones described 
above making it clear that he could not func- 
tion on duty under ordinary conditions. 

Subsequent information elicited from pro- 
longed diagnostic interviews with this patient 
revealed that his symptom formation, prior to 
his entry into the service, was almost always 
exclusively centered around his anger towards 
his father and he described many relevant in- 
cidents. Indeed, during his trial of duty, de- 
scribed above, the patient had gone home on 
leave and experienced again angry feelings in 
relation to his father which he was able to 
describe in considerable detail before again 
experiencing his symptom in the interview. 

This patient was evidently suffering from an 
acute dissociative reaction of an hysterical sort 
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from which he recovered rather rapidly with 
proper treatment. 


Case 2.—The patient was a 20-year-old 
Puerto Rican recruit who had gone AWOL 
for several days. He was brought to an Air 
Force base hospital on another part of the 
Island because he was running down the street 
with no clothes on and experiencing a great 
deal of anxiety, bizarre behavior and was 
screaming incoherently. 

During hospitalization he settled down rath- 
er quickly and several attempts to send him 
home on convalescent leave were made. During 
each of these there was an exacerbation of 
the acute syndrome. At one time, while driv- 
ing along the street in a public taxicab he tried 
to get out of the car at high speed because, he 
stated, he had a tremendous fear of staying in 
the car. He stated it was not the speed but that 
he just felt the need to get out and go home. 
During each of these acute exacerbations 
there was a great deal of violence and bizarre 
behavior, as noted above, associated with hy- 
perventilation, anxiety, and confusion. 

In later prolonged diagnostic interviews, it 
became clear that the patient was actively 
hallucinating almost continuously and_ that 
whenever he was away from home, he heard 
voices which told him terrible things were 
happening at home. Specifically, the voices 
were those of his mother who said that the 
furniture was being moved out of his house. 
As the patient was able to verbalize further, it 
became clear that his acute panic had been 
precipitated by concern over his wife’s im- 
pending delivery of her first child and that 
many of the fantasies and delusions the patient 
talked about were related to this. He had fan- 
tasies of his wife running around with other 
men and was tentatively paranoid about every- 
body who had anything to do with her. He 
was particularly concerned with his relation- 
ship with his father from whom he was inade- 
quately seeking financial help in order to 
finance the setting up of an adequate house- 
hold. During the period of his acute upset, 
the patient was unable to verbalize coherently, 
had a flight of ideas and was grossly tremulous 
and obviously very much frightened. At times 
on the ward, he smeared feces all over himself 
and appeared almost catatonic. He was able to 
return home after several weeks hospitalization. 

Here it is equally clear that the patient was 
suffering from an acute dissociative response 
which was part of an acute homosexual panic 
or an acute schizophrenic turmoil from which 
he again recovered in the course of time to his 


premorbid state where psychosis was not gross- 
ly evident. 


Case 3.—This patient had been AWOL from 
his unit for several days. Shortly after being 
apprehended by the military police, he was 
brought to this hospital, mute, uncooperative, 
violently twirling his arms around and hyper- 
ventilating. He refused to cooperate in exam- 
ination procedures and intermittently cried 
profusely. He stated, in between periods of 
mutism, that he did not know who he was. He 
would pull his testicles and stated that he did 
this in order to see blood because he liked to 
see blood. He would occasionally hold his head 
as if he had a headache but there was no ex- 
planation of this forthcoming from the patient. 

During the course of hospitalization, it was 
clear that he was not eating and another pa- 
tient was asked to encourage him to eat. The 
patient gradually began to eat more although 
he only very slowly gave up his symptoms. His 
entire symptom pattern returned each time he 
was approached by a new interviewer and in- 
deed when the question of his going back to 
duty was raised, he stated that he would 
burn all his clothing and made numerous 
threats about what he would do if this course 
of action was taken. At this point it became 
evident that the patient was malingering. When 
confronted with this, he became very angry, 
turned around to the patient who had been 
feeding him and said, “See, if you hadn’t been 
so insistent I would have gotten away with it.” 

Here again the patient manifested much 
the same symptoms but was not suffering 
from a psychiatric disease as we know it but 
was feigning the so-called “ataque” for second- 
ary gain. 

Case 4.—The patient, a 19-year-old recruit, 
was admitted to the hospital confused, dis- 
oriented, moving his head back and forth, and 
hyperventilating. This episode subsided during 
the admission procedure, and when he was 
examined the patient stated that during his 
entire stay in the Army, he has been in con- 
tinual trouble particularly for not carrying out 
orders. He stated that he had so many thoughts 
in his mind that, at times, he could not hear 
other people and was not aware that they were 
around. He stated that he hears people’s voices 
but he is not sure what he hears. He later 
stated that for many years he had the feelings 
that there were people talking with him and 
they lived in his left ear. 

Each morning, on awakening, he would go 
around the ward making bizarre gestures with 
both hands as if he were placing something 
from one position to another. As he became 
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more comfortable talking about this, he stated 
that the people in his left ear turned the world 
around each morning in order that he would 
not see them and that he was turning it back. 
He said that they have been doing this to him 
for many years. During his hospital stay, there 
were intermittent periods of inappropriate 
laughter and the patient indulged in various 
gestures that were incomprehensible to the 
ward personnel. He would respond to his 
hallucinations actively. 

On questioning the patient’s parents, it was 
clear that he had been withdrawn, isolated and 
had made some reference to the voices and the 
world being turned around many times, and 
that although symptoms had been present since 
he was about 13 or 14 years old he had never 
been so acutely upset as at the time of his 
admission. 

This patient is a chronic schizophrenic, who 
was diagnosed as suffering from an “ataque” 
since he manifested almost the same symptoms 
as all the others so diagnosed, but who was 
found to be suffering an acute upset in his 
chronic schizophrenic illness. 


Case 5.—The last patient was an 18-year-old 
recruit who was found wandering around the 
post on the night of his admission to the hos- 
pital. When an effort was made to talk with 
him, he began to fight and struggle hitting out 
at the persons who attempted to talk with him 
and struggling violently. He bit, kicked, and 
yelled and when finally apprehended became 
grossly tremulous, hyperventilated, foamed at 
the mouth and became mute. Following this, he 
appeared to make futile efforts to speak and 
would write incomprehensible symbols when 
offered a pencil and paper. The patient had re- 
covered substantially by the next day and 
when questioned closely about what had been 
going on in the last several days, he stated that 
just prior to the period of his acute upset for 
which he had complete amnesia, he had failed 
his English language test after not trying very 
hard, primarily because he wanted to get out of 
the service and return to his father’s farm 
where he was needed to work. 

Subsequent interviews indicated a great deal 
of ambivalence about his return to work and it 
became clear that the conflict involved lay be- 
tween returning to the protective but sub- 
servient position of working for his father 
and the independence of being in the service 
which he wanted a great deal. 

This fifth example is very similar to the 
first in that the patient was neurotic but instead 
this time represents an acute conversion symp- 
tom. 


All these cases were seen by several phy- 
sicians as outpatients as well as inpatients 
before being referred to Rodriguez U. S. 
Army Hospital, psychiatric service. They 
were taken from a series of 400 patients 
seen during the course of a two-year period 
at this hospital. During this entire time, no 
patient was seen whose case was not readily 
diagnosable in terms other than Puerto Ri- 
can syndrome and no need was felt to use 
this term. Morever, when these patients are 
considered in the situations under which 
they were referred to the hospital, it be- 
comes evident why the tendency to invent 
a new name for a psychiatric syndrome 
based upon cultural phenomena is disturb- 
ing to the clinical psychiatrist. 

These patients diagnosed as Puerto Rican 
syndrome represent the most diverse forms 
of psychiatric disease. Perhaps the major 
quality they do have in common is the fright 
they elicit amongst those who are unaccus- 
tomed to such phenomena in patients which 
usually stems from violence, the severe dis- 
sociation and the extreme momentary iso- 
lation of the patient involved in an acute 
psychotic process. Beyond this point, how- 
ever, there are a very few similarities. To in- 
vent or use a term which tends to class all 
these individuals in one category poses the 
ever present danger, first of failing to be 
aware of what the real disease process is ; 
secondly, the failure to understand the dif- 
ference amongst these various syndromes 
makes it impossible to apply the appropri- 
ate means of treatment. 

Certainly, efforts to help the patient in 
the past on the basis of the superficial diag- 
nosis of Puerto Rican syndrome can have 
been successful only by accident and by 
reason of the relatively self-limited nature 
of the acute upset and not through calculat- 
ed and effective maneuvers on the part of 
the physician. For instance, the man suffer- 
ing from the acute dissociative reaction on 
a neurotic basis, who indeed is only momen- 
tarily psychotic, must be confronted with 
his disease very quickly and helped to ac- 
cept responsibility for that which he is ca- 
pable of accepting responsibility for. In Puer- 
to Rican patients very often the issue in this 
situation involves the overwhelming aware- 
ness of the patient’s own anger which, as in 
our patient above, lit up earlier unresolved 
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feelings with respect to anger and feelings 
towards his parents. He had never worked 
out his feelings with respect to his father 
and his anger towards his sargeant was 
quite clearly a displacement of these un- 
resolved feelings. Every time the patient 
came close to awareness of his wish to kill 
his father, he had an acute “ataque” or dis- 
sociative reaction. Any effort to help this 
man must take cognizance of the fact that 
this is an acute effort to avoid responsibility 
for certain feelings, and help the patient ac- 
knowledge, accept, and bear responsibility 
for them in order that he might then go on 
to effective integration of the feelings as 
part of his total personality. 

The second patient, who was suffering 
from an acute schizophrenic turmoil state 
or an acute homosexual panic, was clearly 
frightened in a way that only a person in an 
acute panic state can be frightened. He had 
clearly felt that he had died at the point of 
his acute upset. Any effort to treat this as a 
mature, genital situation and failure to see 
the oral dependent aspects in relationship 
to the acute illness, would be a failure to 
basically understand what was happening 
to this man. Certainly if he were treated in 
the same way as a person suffering from the 
acute dissociative reaction or the acute con- 
version reaction, one could only make him 
sicker in that he was unquestionably a per- 
son with an overwhelmed ego attempting 
to deal with issues of a very primitive and 
primary nature. The approach to this man 
had to involve the combination of limit-set- 
ting and attempting to form a relationship 
over a reasonably long period of time before 
he could give up his psychotic process. In 
contrast, the neurotic suffering from the 
acute dissociative reaction who could re- 
constitute as soon as the demand that he ac- 
cept responsibility for that aspect of his 
feelings he was clearly capable of bearing 
was made effectively enough through clari- 
fication, was a far different person and this 
attitude could only be taken to the patient 
suffering from the acute turmoil state. 

With the third patient who was unques- 
tionably malingering, the only appropriate 
move was the one which was made, namely 
that the matter was immediately clarified 
with the patient and he was discharged from 


the hospital with the complete resolution of 
his symptoms. 


The fourth patient, the chronic schizo- 
phrenic, who, in having an acute episode, 
was not becoming sicker but, if anything, 
making an effort towards dealing more ef- 
fectively with people, had to be handled 
according to his special needs. If he were 
discharged from the hospital, as was the 
psychopath, or matters clarified with him 
as extensively as is necessary with the neu- 
rotic, and his symptom formation ignored 
as it had to be with the neurotic, he would 
unquestionably have withdrawn once again 
to his hebephrenic state and given up his 
awkward, abortive move in the direction of 
help. He also had to be separated clinically 
from the acute schizophrenic who was suf- 
fering from a turmoil state in that although 
many of the symptoms were bound to be 
quite similar, the chronic underlying disease 
must be recognized as the premorbid state 
and the efforts to reach out to people must 
be dealt with most specifically. The sick, 
awkward efforts in this case are not regres- 
sive phenomena but efforts to reach out, 
and must be treated as such along with the 
necessary efforts to limit-set and help the 
patient be less frightened. 


Attempts to formulate the treatment and 
the theory behind the treatment of these 
various kinds of diseases above can only be 
partial here and involve many potential 
areas of disagreement. However, regardless 
of the school of psychiatry or the manner of 
approach to this problem, these are separate 
disease entities just as the patients are sep- 
arate and the issues involved are unique to 
the patient even amongst the disease cata- 
gories. 

The danger here is over-generalization, 
over-simplification, over-modernization that 
takes us away from the patient. This is in- 
deed a danger of social psychology or social 
psychiatry as a science(4) in clinical prac- 
tice in that as soon as one steps away from 
the individual patient in psychiatry, the in- 
dividual is lost and the perceptions become 
inaccurate. This does not mean that gener- 
alizations or theoretical considerations 
should not be made but it does mean that 
they can only be used with the greatest care 
to maintain respect for the individual pa- 
tient and his own dynamic disease process. 
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When cultures are considered and cer- 
tainly the Puerto Rican culture may be con- 
sidered along the lines that have been at- 
tempted with respect to the Puerto Rican 
syndrome, it becomes very clear that certain 
special aspects of the culture do have their 
effect upon the psychiatric health of many 
of the individuals concerned. However, in 
considering the individual patient, one dis- 
covers, for example, not that special disease 
entities are present but that the configura- 
tion of the phenomena which have been so 
universally observed in all peoples becomes 
somewhat colored by the culture. For ex- 
ample, one becomes aware, working with 
Puerto Rican psychiatric patients, that much 
of what is presented in the clinic or appears 
in the office in so many diseases centers 
around various aspects of anger as noted 
above. This is not unique but it is unques- 
tionably a phenomenon that involved in so 
many of the acute, dissociative and conver- 
sion responses in the neurotic population of 
Puerto Rico the hostility towards an imme- 
diate object as a displacement, very much 
as in our first patient. In understanding 
these patients further, the connection with 
the underlying family structure is quite 
easily elicitable although the patients are, 
as might be expected, quite reluctant to 
delve into such matters without further con- 
version or dissociative phenomenon. In ad- 
dition, in the other syndromes, particularly 
in schizophrenia, one sees an extraordinary 
number of people whose acute schizophren- 
ic process was precipitated again by the in- 
ability to manage anger. This time, how- 
ever, the anger lights up a much more prim- 


itive process and even in those cases where 
the major issue was separation which is so 
often true with schizophrenic patients, one 
sees the medium of anger through which so 
much of this has become activated. 

In summary then, it is felt that the Puerto 
Rican syndrome is a misnomer and that it is 
not a disease entity in itself but is rather 
distortion of certain useful perceptions in 
the area of social psychiatry. It would ap- 
pear, from the experience at Rodriguez U. S. 
Army Hospital, that what has been called 
the “Puerto Rican Syndrome” in the past, is 
really a collection of various disease proc- 
esses that tend to be superficially deceiv- 
ingly similar in a particular culture. The 
tendency to coin a phrase to fit a disease en- 
tity such as this in clinical psychiatry ap- 
pears to be a confusion of social and clinical 
psychiatry which points away from the im- 
provement of patient care and leads us, as 
physicians, further away from the facts con- 
cerning our patients. 
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INTRODUCTION 


An unusual opportunity presents itself in 
medical students to study the prevalence 
and nature of psychiatric disease. The gen- 
erally high level of intelligence and verbal 
facility among students tend to make their 
observations about their experiences more 
incisive. Further, because of the numerous 
stresses inherent in the medical students’ 
course of study, there is ample opportunity 
for them to observe the effect of these 
stresses on their personalities. It is possible 
to answer the questions of whether the 
symptoms produced by these stresses are 
the same as those of psychiatric syndromes, 
particularly anxiety reactions, or deserve to 
be classified separately. Such a study affords 
the chance to see the individuals prior to 
the time they have had psychiatric care, 
which might conceivably influence either 
or both the symptoms and the clinical 
course. In addition it is of interest to note 
the psychiatric status of a typical medical 
school class. These factors appear to bear 
directly on the individual’s success in medi- 
cine and might be considered in screening 
for a career in this field. 

This paper, then, is concerned with the 
incidence of psychiatric illness in a medical 
school class, aspects of its nature, the inci- 
dence of isolated symptoms and the question 
of the differentiation of anxiety reaction as a 
psychiatric diagnosis and the response to 
stress. 


SUBJECTS AND METHODS 


Forty of 86 sophomore medical students 
were selected for detailed psychiatric inter- 
view after the entire class had volunteered 
for study without remuneration. Selection 
was alphabetical by surname ; the terminal 
50 were selected and the first 40 reached by 
phone for appointments were studied. 
Thirty-five are male; 5 are female. Age 
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range at interview was 21 to 26, with mean, 
median, and mode all 23 years. 

Interviews ranged from 1-3 hours and in 
each instance medical, social, educational, 
and psychiatric data were obtained by one 
examiner (FNP) who inquired specifically 
about psychiatric symptoms and illnesses in 
family members. 

A standard interview outline was used to 
insure that questions were consistently 
asked concerning symptoms of every psy- 
chiatric syndrome save homosexuality. Posi- 
tive responses to any question led to detailed 
queries in that particular area. For the pur- 
poses of this study 25 specific and open- 
ended questions were added to assess anx- 
iety symptoms and behavioral responses to 
the stress of major examinations. In the 
course of the interview a mental status 
evaluation was made and recorded. 

Each record was thoroughly reviewed by 
the authors in group session ; a unanimous 
vote was required for psychiatric diagnosis. 
Diagnoses were made according to the 
Standard Nomenclature of Mental Disorders 
of the American Psychiatric Association. 
Specific criteria for the diagnosis of anxiety 
reaction are those of Wheeler, White, Reed, 
and Cohen(1); for manic-depressive re- 
action those of Cassidy, Flanagan, Spellman, 
and Cohen(2) ; and for alcoholism those of 
Jellinek(3). 

The category of “undiagnosed, but psy- 
chiatrically ill” was used to include subjects 
who had a seemingly significant number of 
symptoms but did not fit readily into one of 
the major diagnostic categories listed above. 

The classification of personality disorders 
laid down in the APA Handbook was not 
used in this survey, though a considerable 
amount of data was obtained which related 
to the subjects’ personality traits. 

The authors rated each subject on the 16 
most common anxiety symptoms of Wheeler, 
White, Reed and Cohen(1) ; a scale was de- 
vised with ranges of 0-32 and each subject 
was scored for anxiety, and for anxiety to the 
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threat of upcoming examinations. Other 
symptoms in response to stress were noted. 

The family history of psychiatric illness 
was carefully assessed by the authors in 
joint session. Each subject had been asked if 
any blood relatives (“and by relatives we 
mean siblings, parents, grandparents, aunts, 
uncles, cousins, and others”) had ever re- 
ceived psychiatric in- or outpatient care, 
had psychiatric illnesses, had nervous break- 
downs, attempted or committed suicide, 
been regarded as peculiar, or had any evi- 
dence of mental illness. The family histories 
were either positive or negative. When posi- 
tive an attempt to accurately assess the na- 
ture of the relatives’ illness was made by 
assessing attending physicians’ diagnosis, 
age at onset, chronicity, treatment, course, 
degree of recovery, symptomatology, etc. A 
tentative diagnosis, admittedly second-hand, 
was thereby obtained for relatives. Family 
history played no part in the diagnosing of 
the subjects. 

The incidence of certain symptoms com- 
monly associated with psychiatric illness 
was abstracted and tabulated for this popu- 
lation sample. 


RESULTS 


1. Psychiatric Illness: The subjects fell 
into 5 clinical categories (Table I): not 
psychiatrically ill; anxiety reaction; ma- 
nic-depressive reaction; depressive type ; 
chronic alcoholism ; and psychiatrically ill 
but undiagnosed. 


TABLE 1 
Psychiatric Syndromes in 40 Medical Students 


M-D depressive reaction 
Anxiety reaction 
Chronic alcoholism 
Ill but not diagnosed 
Total ill 
Not psych. ill 
Total group 


Anxiety Reaction 

One subject met criteria for anxiety reaction. 
He admitted recurrent anxiety attacks at fre- 
quent intervals for at least the preceding 12 
years ; these attacks were marked by palpita- 
tions, breathlessness, rapid respiration, sub- 
jective feelings of smothering, and a feeling of 
impending death. These attacks occurred fre- 


quently seemingly without cause but also often 
precipitated by closed places, crowds, church, 
or embarrassment in front of a group. Other 
symptoms reported by this subject were chest 
pain, easy fatigability, fear of authority figures, 
frequent tension headaches, dizziness and gid- 
diness, sighing, shakiness, trembling, excessive 
sweating, easy flushing, irritability, frequent 
yawning, over-concern with responsibility, fear 
of snakes and insects, insomnia for 3 hours 
twice in life, and depressive spirits for “a day 
or so every now and then.” His rating on an 
anxiety scale was 22 out of possible 32; on 
anxiety symptoms in response to the stress of 
examination he scored only 10 of possible 32. 
He ranked in upper quarter of his class ; there 
were no other positive responses on history or 
mental status. His mother had been clearly 
depressed for the preceding 5 years after a 
lifetime without prior evident psychiatric 
symptoms or illness. 


Chronic Alcoholism 


The one subject meeting the criteria for 
this diagnosis gave a history of drunkenness 
at least once weekly for approximately 10 
years. He began drinking in his early teens 
with a group of comrades 5-10 years older 
than he ; members of this group were involved 
in “a couple of robberies” and “some used 
drugs” but “drag races were as far as it went” 
with him. His parents and spouse considered 
him an alcoholic and had remonstrated with 
him many times to stop drinking. He admitted 
repeated blackouts, some early morning drink- 
ing, and missing both school and work because 
of drinking. Additionally, he admitted mild 
anxiety symptoms, trembling and flushing with 
embarrassment, a sensitivity to sulfa drugs, 
epigastric pain with alcoholic ingestion, some 
impulsiveness “but never do anything serious 
without thought,” and 30-90 minute initial in- 
somnia nightly. He denied DT’s, hallucinations, 
paranoid ideas, confusion, serious suicidal 
thoughts or attempts. On mental status he ap- 
peared somewhat guarded and deliberately 
vague even while admitting excessive alcoholic 
intake and “nervousness” which had led him 
to consider psychiatric treatment. This patient’s 
mother had gotten “depressed periodically 
over the drinking” ; he described her having 
several weeks of sleep disturbance, anorexia, 
weight loss, crying spells, and ruminative 
thinking with recriminations over his drinking 
even after his marriage and separate residence. 


Manic-Depressive Reaction—Criteria for sig- 
nificant depressive episodes were met by 3 
subjects. 


% 
1 25 
1 2.5 
1 2.5 
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The first had had a 6-month episode of de- 
pression the preceding school year ; prior to 
that time he maintained he’d had no psychi- 
atric symptoms and that they were entirely 
gone at interview. He found he “suddenly felt 
different from classmates” for 3 months ; was 
unable to concentrate or retain information 
even though he spent many hours attempting 
to study ; and felt blue, hopeless, and agitated. 
His appetite disappeared and he lost 15 Ibs. ; 
he had great difficulty getting to sleep and 
“tossed and turned all night.” His school work 
fell precipitously near failure. Somatic symp- 
toms included dull frontal headaches, “lump in 
the throat,” trembling, shakiness, and “tense 
feeling” all over body relieved only by ex- 
treme exercise. He denied suicidal thoughts, 
alcohol or drug ingestion, or family history of 
psychiatric illness. 

The second student had had several episodes 
of depression in the preceding 7 years but had 
managed to avoid psychiatric care and com- 
piled an enviable scholastic record till about 4 
months prior to interview when an episode of 
marked depressive mood with hopelessness, 
suicidal thoughts, retardation, ruminative 
thinking, anorexia with 10 lbs. weight loss, 
blurred vision, anxiety attacks, crying spells, 
palpitation and other somatic manifestations 
developed. Constipation and sleep disturbance 
were denied ; an inability to feel rested or to 
get up in the morning were particularly 
troubling. Drug and alcohol ingestion were 
denied. Subject felt “nothing” in response to 
threat of upcoming exams “except already 
hopeless depression.” This subject’s mother had 
had several typical depressions with complete 
recovery between episodes. 

Four years previously the third manic-de- 
pressive subject had had a 12-month episode of 
severe depression in which he was “unable to 
concentrate or study or think straight.” He “lost 
interest in schoolwork and everything,” “had to 
fight and work to overcome inertia,” and his 
grades fell from A to C average for that one 
year. He suffered ruminative preoccupation 
with an auto accident, developed marked 
anorexia and constipation, lost 25 Ibs., had 
marked sleep disturbance which was charac- 
terized by 3-4 hours initial insomia and in- 


TABLE 2 


ability to arise in the morning so that he often 
missed class. “The future looked black” and 
he contemplated suicide. At the end of one 
year he recovered completely from this syn- 
drome and again did well academically till in- 
terviewed. At time of interview he was over- 
talkative, euphoric, talked for two hours about 
family and personal history, and described 
sleeping only 2-3 hours per night for prior 6 
months during which time he had been dating 
frequently, reading many novels in addition to 
schoolwork, having interpersonal difficulties at 
home, and lost 25 Ibs. In short, he was at least 
hypomanic. This subject’s father and paternal 
grandfather had experienced episodes of the 
depressive phase of manic-depressive reaction 
with recovery. 


Ill But Not Diagnosed 


One subject described episodes of euphoria 
“without regard to facts” lasting several days 
every 1-2 months ; he also reported experienc- 
ing 2-3 day periods of exhaustion and depres- 
sion every 1-2 months. When depressed he re- 
ported withdrawing from all social and scho- 
lastic activity : “just sick of the whole mess.” 
He reported frequent obsessive concern with 
routine problems, infrequent anxiety attacks 
and sleep disturbance, infrequent headaches, 
excessive sweating, but denied all other symp- 
toms. A maternal aunt in her early 60’s de- 
veloped “persistent hoarseness without cause 
as far as doctors could tell,” became withdrawn 
and peculiar, and “went through two lifetime 
memberships with Arthur Murray.” The father 
was described as “very gregarious, cheerful, 
and active” in a constant round of conserva- 
tion activities in spite of a 100% government 
disability pension awarded because of chronic 
pulmonary tuberculosis. This subject was felt 
to be psychiatrically ill but undiagnosable at 
present. 


2. Family History of Psychiatric Illness : 
Data for psychiatrically ill and not psychia- 
trically ill subjects are presented in a 2 by 2 
table (Table 2). Fisher’s exact probability 
formula for paired data gives probability of 
0.0001, indicating that a positive family 


Psychiatrically ill subjects 
Not psychiatrically ill subjects 


P=0.0001 
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TABLE 3 
Diagnosis of Family Members with Psychiatric Syndromes 


RELATIVES OF 6 ILL SUBJECTS 


. Mother 
. Mother 
. Mother 
. Father & paternal grandfather 
. Father 
Maternal aunt 
. One subject no family history of psychiatric illness 


Manic-depressive reaction 
Depressive reaction, M-D or reactive? 
Manic-depressive reaction 
iManic-depressive reaction 
Undiagnosable, 

Undiagnosable 


RELATIVES OF 34 SUBJECTS NOT PSYCHIATRICALLY ILL 


. 25 subjects negative family history of psychiatric illness 
. Paternal uncle 

. First cousin (paternal) 

Maternal grandmother & mother 

. Maternal grandfather 

. Great uncle, maternal 

. Maternal aunt 

. Paternal uncle 

. Paternal uncle 

. Maternal uncle 


Schizophrenic 

Schizophrenic 

both cyclic manic-depressive reaction 
Manic-depressive reaction 
Manic-depressive reaction 
Manic-depressive reaction 

Alcoholic 

Alcoholic 

Alcoholic 


history for psychiatric illness is quite re- 
liably associated with having a psychiatric 
illness in this study. 

The ill relatives of ill subjects were 
genetically closer than those of well subjects 
and different diagnoses predominated as 


depicted in Table 3. 

Anxiety ratings. The 16 most common 
symptoms (Table 4) of anxiety neurosis as 
reported by Wheeler, White, Reed and 
Cohen(1) were utilized to rate the entire 
group of subjects for anxiety ; scale range 
was 0-32, scores ranged from 0-22 with 
mean of 3.9 and mode of 0. An identical 
scale was used to rate the subjects on these 
symptoms in response to pre-exam stress ; 
here the score ranged from 0-22 with mean 
of 7.3 and mode of 8. 

The anxiety ratings were compared with 
responses to stress of upcoming examina- 
tions. This was tested by a rank-order cor- 
relation for the entire group and a rho of 


0.35 was obtained, indicating little relation- 
ship between these symptoms in this group 
before exams and at other times. 

When anxiety ratings of the psychiatrical- 
ly ill subjects and the responses to stress be- 
fore exams were separated from those not 
psychiatrically ill (Table 5) interesting dif- 
ferences are immediately apparent. 

Thus it would appear that ordinarily the 
psychiatrically ill subjects had many more 
anxiety symptoms than those not psychi- 
atrically ill, but that no increases occur in 
anxiety symptoms for the psychiatrically ill 
prior to major examinations. Before exams, 
however, the well subjects developed anxi- 
ety symptoms with group incidence not very 
different from those found at all times in 
the ill subjects. 

The additional symptoms of sudden ap- 
petite change, frequent small bowel move- 
ments, urinary urgency and/or frequency, 
nausea or “queasiness,” and confusion were 


TABLE 4 
List of Anxiety Symptoms 


. Anxiety attacks 

. Headache 

. Chest pain 

. Palpitation 

. Dizziness 

. Dyspnea, breathlessness 

. Tiredness, easy fatigability, fatigue 
. Sighing 


CON OU 


. Paresthesias 

. Trembling 

. Shakiness 

. Weakness 

. Fears 

. Trouble sleeping 

. Depressed, discouraged 

. “Nervousness” —apprehension 


ILLNESS AS BEST WE CAN DETERMINE 
1 
2 
3 
4 
5 
2 
Pa, 
fo 
: | 10 
11 
12 
13 
: 14 
15 
16 
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TABLE 5 
Mean Anxiety Ratings 


RESPONSES TO STRESS 
OF EXAMINATION 


Psychiatrically il! (n—6) 
Not psychiatrically ill (n—34) 


10.5 


9.5 


2.4 7.0 


responses to stress of exams reported in 
equal frequency by both psychiatrically ill 
and well subjects. On 0-10 rating mean for 
ill was 5.7 and not ill was 4.6. 

On an anecdotal level, the one anxiety 
neurotic in our group reported half as many 
anxiety symptoms in pre-examination peri- 
ods, stating that they were “not upsetting 
and a relief because I can work and do 
something about them by working.” 

Comparison of the incidence of symptoms 
characteristic of anxiety neurosis reported 
by our subjects with those reported by 
White and Cohen(1, 4) for anxiety neu- 
rotics, controls, and “scared soldiers” (Table 
6) demonstrated that ordinarily our group 
resembled the control population. In re- 
sponse to stress or threat of upcoming major 
exams they resembled “scared soldiers” rath- 
er than anxiety neurotics. 

Other Psychiatric Symptoms. The group 
incidence of certain other symptoms and 
behavior often found in psychiatric illness is 
tabulated in Table 7. 

Many of these require clarification. The oc- 
currence of these at any time in life was 


TABLE 7 
Frequency in Percent of 40 Subjects 


Auditory hallucinations 
Phobias 
Obsessions 
Compulsions 
Suicidal thoughts 
Any use alcohol 
ever drunk 
blackouts 
Drugs’ usage 


accepted as positive response. Loss of con- 
sciousness include syncope and trauma but 
not anesthesia. Auditory hallucinations in- 
variably meant hearing name called in cor- 
ridor, crowd, or other situation—nothing 
more marked than this was reported. Fear 
of dark qualified as phobia even though 
subject reported this didn’t discomfort him 
unduely. Suicidal thoughts included 3 ex- 
amples of serious consideration and 7 of 
reportedly idle reflections on order of “what 
it would be like.” Obsessions and compul- 


TABLE 6 
Percentage of Group Reporting Symptoms 


_WHITE AND COHEN(1, 4) 


THIS STUDY N-—40 


102 
CONTROLS(1) 


MEDICAL SCHOOL OMORES 


ANXIETY RESPONSES TO STRESS 
SYMPTOMS OF EXAMINATION 


Dyspnea 
Palpitation 
Irritability 


ES 


Urinary frequency 
Syncope 


25 
42.5 


P 
: 

+ 

Dream 87.5% 

Nightmares 20 % 

Syncope 32.5% 

Loss consciousness 47.5% 

56 % 

30 % 
10 % 

7.5% 

22.5% 
85 % 

50 % 

75% 

20 % 

« ad 
ANXIETY 

BEING SCARED(4) 

12.7 75 
8.8 12.5 
20 60 
Dizziness 15.7 12.5 25 ee 
Insomnia 4.0 15 375 a : 
Faintness 11.8 12.5 2.5 

Weakness 3.0 0 5 be: 

Chest pain 9.8 10 0 [Pan 

Trembling 16.7 22.5 40 eae 

Headache 25.5 75 25 am 
Anxiety attacks 3 12.5 10 Ber oe 
Anorexia 3.0 25 37.5 
GI symptoms 0.0 12.5 425 pce. 

16.8 32.5 0 
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sions had to do with such things as excessive 
neatness, concern that doors locked at home 
and lights off; however, ruminative de- 
pressive thinking accounted for 3 of 4 
instances of obsessions. 


Discussion 


Psychiatric Illness. The 15% incidence of 
psychiatric illness in this group of 40 sopho- 
more medical students is not, in itself, 
startling, but the distribution is not that 
previously reported for such samples. Heath 
(5) reported 75 of 100 cases in a Health 
Service (composed mainly of medical stu- 
dents and professional personnel) to be 
schizophrenic. In our small sample we found 
no schizophrenics ; indeed only 2 cases of 
schizophrenia have been seen in Washing- 
ton University Medical students in the past 
16 years. 

White, Cohen and associates(1, 4) sug- 
gest an overall urban incidence of ap- 
proximately 5% for anxiety neurosis and 
have indicated that much higher incidences 
might be found in educational settings ; cer- 
tainly one anxiety neurotic out of a sample 
of 40 (2.5%) is not significantly different 
from this 5%. 

The diagnosis of chronic alcoholism in a 
23-year-old student implies a guarded pro- 
fessional and medical prognosis ; at time of 
interview this subject was in serious aca- 
demic and marital difficulties and subse- 
quently withdrew from school. It was not 
until several months after the interview that 
his behavior brought him to the attention 
of the psychiatric service. Saslow(6) re- 
ported no alcoholism in 200 medical stu- 
dents seen by the psychiatric service of 
Washington University from 1944 to 1956. 

The prevalence of manic-depressive dis- 
ease is approximately 0.5% for the general 
population(7), but other writers(8, 9, 10) 
have suggested that only one in 3 to 5 in- 
stances of endogenous depression is ac- 
curately diagnosed. The 7.5% incidence of 
manic-depressive reaction in our sample is 
more in keeping with this latter idea ; cer- 
tainly 2 of our 3 subjects so ill were undiag- 
nosed prior to interview. 

As stated in the introduction our subjects 
should be considered reliable informants 
by reason of intellect and training. The dif- 
ferences found in positive family histories 


of psychiatric illnesses between ill and well 
subjects is highly significant on a statistical 
level but the degree of closeness of re- 
lationship of these ill relatives is perhaps 
equally important. The ill subjects giving 
positive family history (5 of 6) all reported 
that at least one immediate relative ( parent) 
evidenced symptoms of psychiatric illness. 
None of the relatives was examined so that 
our diagnoses are only tentative but a strik- 
ing difference in their quality can be noted 
(Table 2). Thus, it appeared that psychi- 
atrically ill second-degree relatives (aunts, 
uncles, cousins) suffered such diverse ill- 
nesses as alcoholism and _ schizophrenia, 
while manic-depressive reaction is the only 
likely diagnosis for relatives of these ill 
subjects. 

Our attempt to demonstrate a relation- 
ship between anxiety symptoms in ordinary 
life and those in response to psychologic 
stress by means of a rating scale and rank- 
order correlation resulted in a rho of 0.35 
which indicates that these “anxiety” symp- 
toms are of quite different populations (or 
nature). The evidence that mean anxiety 
ratings for the psychiatrically ill do not 
change with stress but that mean ratings for 
the well subjects approach those of the 
ill with stress, after having been initially 
quite different, further supports this idea. 
This might lead some to such suggestions as 
“the psychiatrically ill are obviously under 
constant stress—hence the anxiety” ; against 
this we cite the negative rank-order cor- 
relations and the anecdotal description of 
qualitative difference reported by our sub- 
ject with anxiety neurosis. 

The comparison of the incidence of anx- 
iety symptoms in our group with those 
found by Cohen and White(1, 4) in their 
anxiety neurotics, controls and “scared sol- 
diers” was made to corroborate our impres- 
sion that ordinarily our group represents a 
normal or control sample but that with 
stress of upcoming exams it shifted toward 
that of the “scared soldiers.” The qualitative 
and quantitative differences between threat 
of combat and medical school examination 
account for the discrepancies in incidence 
of certain of the symptoms reported. 

The difference between the configuration 
of symptoms of anxiety neurosis and those 
seen as a response to the stress of examina- 


& 
"4 
J 


1961 ] 


FERRIS N. PITTS, JR., GEORGE WINOKUR, AND MARK A. STEWART 


339 


tion should not be neglected. It has been 
suggested that each attitude is intimately 
connected with a group of specific physio- 
logical responses and evidence may be ad- 
duced to support this contention(11, 12). 
Just as it would be expected that sexual 
stimuli would produce different physio- 
logical responses than a death in the family 
or the joy over a fortuitous event, so might 
it be expected that the stress of examination 
would be associated with quite different 
attitudes and physiological responses than 
those seen in a paratrooper ready to jump 
out of a plane (the “scared soldiers”) or a 
patient with anxiety neurosis. There is clear- 
ly an area of overlap but there is also an 
area of differentiation. Sexual excitement in 
the male, for example, is associated with 
rapid pulse and increased respiratory rate 
as well as genital changes, whereas anxiety 
neurosis is characterized by the presence of 
‘the first two of these symptoms but not of 
the third. 

Utilizing our own data as well as those of 
the White and Cohen study on anxiety neu- 
rosis and “scared soldiers” we note a marked 
increase in the incidence of dyspnea, diz- 
ziness, faintness, chest pain, headache and 
syncope in the patients with anxiety neurosis 
as opposed to those subjects responding to 
examination or the “scared soldiers.” The 
differentiation between the “scared soldiers” 
and the students responding to examination 
is less striking but there appear to be dif- 
ferences in palpitations, weakness, trem- 
bling and G.I. symptoms. 

The high incidence of symptoms com- 
monly considered of psychiatric import such 
as dreams, nightmares, syncope, hallucina- 
tions, phobias, obsessions, compulsions, and 
suicidal thoughts was tabulated to sub- 
stantiate their ubiquitous nature and to re- 
emphasize that it is the quality of the symp- 
tom rather than the occurrence which 
indicates psychiatric illness. The use of 
alcohol was of high incidence but of little 
importance to all but one of this relatively 
young population. Twenty percent of the 
subjects used large doses of caffeine or dexe- 
drine when studying for exams, but at no 
other times ; such ingestion could account 
for some of the “anxiety” symptoms at these 
periods but most subjects reported the same 
symptoms with or without their ingestion. 


CONCLUSIONS 


1. A random sample of 40 sophomore 
medical students out of 80 was given struc- 
tured psychiatric interviews. 

2. Six (15%) of the group were psychi- 
atrically ill ; of these 3 were manic-depres- 
sives, one an anxiety neurotic, one a chronic 
alcoholic, and one ill but undiagnosed. 

3. The psychiatrically ill subjects had an 
incidence of positive family history of psy- 
chiatric illness that was markedly greater 
than that of the well subjects ; this differ- 
ence was statistically significant to the 
0.0001 level. In addition, the ill relatives of 
ill subjects were not only genetically much 
closer than those of the well subjects but 
appeared to suffer different illnesses. 

4. Anxiety symptoms did not increase in 
pre-exam periods in the psychiatrically ill ; 
but those of well subjects, previously quite 
different, approached those of the ill in pre- 
exam periods. 

5. Anxiety ratings in ordinary circum- 
stances do not correlate with those of pre- 
exam periods for the group. 

6. In ordinary circumstances our group 
resembled a control population rather than 
anxiety neurotics in terms of incidence of 
anxiety symptoms. In pre-exam periods the 
group resembled the “scared soldiers” re- 
ported by Cohen, White, et al. Differences, 
however, were present. 

7. The incidence of psychiatric symptoms 
such as dreams, nightmares, hallucinations, 
suicidal thoughts, and phobias was quite 
high in our subjects but the quality of such 
symptoms was innocuous in all but the 6 
ill subjects. 


BIBLIOGRAPHY 


1. Wheeler, E. O., White, P. D., Reed, E. 
W., and Cohen, M. E.: J.A.M.A., 142: 878, 
Mar. 25, 1950. 

2. Cassidy, W. L., Flanagan, N. B., Spell- 
man, M., and Cohen, M. E. : J.A.M.A., 164: 
1535, Aug. 3, 1957. 

3. Jellinek, E. M. : Quart. J. Stud. Alcohol., 
13 : 673, 1952. 

4. Cohen, M. E., and White, P. D.: Tr. 
Assoc. Res. Nerv. & Ment. Dis., 29: 832, 
1950. 

5. Heath, R. G., Leach, B. E., Byers, L. W., 
Martens, S., and Feigley, C. A.: Am. J. Psy- 
chiat., 114 : 683, Feb. 1958. 


f 
i 
vot, 


340 ANXIETY SYMPTOMS AND RESPONSES TO STRESS [ October 


6. Saslow, G.: J. Med. Ed., 31: 27, Jan. 10. Campbell, J. D. : J. Nerv. & Ment. Dis., 
1956. 112: 206, Sept. 1950. 

7. Mayer-Gross, W., Slater, E., and Roth, 11. Graham, D. T., Stern, J. A., and Wino- 
M. : Clinical Psychiatry. Baltimore: Williams kur, G. : Psychosomatic Med., 20: 446, Nov.- 
and Wilkins Co., 1960. Dec. 1958. 

8. Watts, C. A. H. : Brit. Med. J.,11: 1392, | 12. Graham, D. T., Stern, J. A., and Wino- 
June 16, 1956. kur, G.: Psych. Res. Reports, Am. Psych. 

9. Watts, C. A. H.: Brit. Med. J., 1: 4, Assoc., 12: 8, Jan. 1960. 

Jan. 7, 1957. 


5 
% 
7 


In these days of advanced techniques, 
psychiatric examiners have gone beyond a 
patient’s verbalizations in their search for 
material of diagnostic importance. Various 
other means of self-expression have been 
tapped, such as drawing, playing, and sing- 
ing. We feel that the patient’s writing, when 
adequately focused and thoughtfully stud- 
ied, can yield fruitful data for diagnosis. 
We have special interest in forms for gather- 
ing social history information. 

But when would a social worker use a 
form to gather social history data? Is not 
one of the main techniques and skills of a 
social worker his interviewing ability ? 

This reaction is somewhat typical, and it 
has prevented social workers from develop- 
ing good history questionnaires. In this arti- 
cle we hope to present the pros and cons of 
using such questionnaires. Further, we will 
include many of the questions we have used 
in our various history-gathering question- 
naires with the hope that our experience 
will stimulate professional interest in this 
tool or technique. Psychiatrists in private 
practice have used social history forms in an 
effort to save their own time and the pa- 
tient’s money. An inadequate questionnaire 
is certainly of limited value and could pos- 
sibly be harmful to later psychotherapy. 

Our social history questionnaire came out 
of the need to handle a heavy work load 
with a minimum of fully trained personnel. 
The authors worked for 2% years in the psy- 
chiatric department of a military hospital 
with about 120 full patient beds (average 
patient stay was about 45 days). We also 
participated in a fairly large outpatient psy- 
chiatric clinic. The professional staff con- 
sisted of 9 psychiatrists, 2 psychologists, and 
2 social workers. In the social work section 
we had approximately 4 partially trained 
technicians. A complete diagnostic evalua- 
tion and disposition was the main focus of 
our inpatient psychiatric facility. A detailed 
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and accurate social history was of prime 
importance in fully evaluating our military 
patients. Many members of our professional 
staff were frankly skeptical that a social 
history questionnaire would be of any value. 
Therefore, our present questionnaires have 
undergone a “baptism through fire” in staff 
discussions and in trial and error use with 
our patients and their relatives for over 2 
years. 

Prior to going into the more concrete 
aspects of our pro and con discussion we 
will briefly attempt to answer our main in- 
troductory question. If social workers and 
psychiatrists are frequently opposed to 
questionnaires, as our recent experiences 
have shown, we must ask why. Among the 
many possible answers we have found are 
that the therapeutic orientation of social 
workers combined with their rather arduous 
training in sensitive diagnostic interviewing 
may predispose their using only the tools 
with which they are most familiar. Thus 
when called upon to fill their role in a diag- 
nostic setting, they are sometimes prone to 
slow things down with long and careful ex- 
plorations. We believe that this, unfortu- 
nately, means that they are missing an oppor- 
tunity to better use their time, which leads 
into the first and probably most important 
of our “pro” arguments. 


PRO SOCIAL HISTORY QUESTIONNAIRE 


1. We believe that social history ques- 
tionnaires save time. Where time is an im- 
portant factor this advantage may be of 
critical importance. Many of us have had to 
establish treatment priorities from referrals 
with a history gleaned from a brief half 
hour or hour contact with the patient or his 
relative. Frequently, it is only possible to 
obtain factual information, or perhaps, a 
hurried and anxious explanation of what is 
considered to be the most pressing problem. 
This is operating under quite a disadvan- 
tage, but it is a situation with which most 
of us are very familiar. We have developed 
a high degree of sensitivity to the subtleties 
of the human personality and the interview- 
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ing process in order to make the best use of 
our time. 

We have found that the social history 
questionnaire can serve as a good starting 
point for a detailed life history or it can add 
a valuable perspective to the patient’s im- 
mediate problems. The time saved by using 
a questionnaire can be used to see more 
patients or more thoroughly evaluate those 
we are presently seeing. 

2. The questionnaire offers a standardized 
method for gaining prime material. Famil- 
iarity with the form and the comparison of 
numerous responses enables the worker to 
gain a wealth of information aside from the 
factual answers. Just as an interview has 
the added features of non-verbal communi- 
cation, gestures, tone, expressions, blocking ; 
so a written document has its erasures, 
pressures, omissions, evasions, and comple- 
tion time(6). Much of this material can be 
further explored by the worker in the fol- 
low-up interview. 

3. Good questionnaires have a built-in 
supervisory feature. This is especially im- 
portant in the military where one makes ex- 
tensive use of social work technicians. They 
give the technician a structured base for 
interviewing some patients. They also give 
the supervision and added control, because 
dynamic personality variables can readily 
be postulated from the factual questionnaire 
information. One can be assured of a history 
with a certain comprehensiveness and qual- 
ity. 

4. Life history forms may keep patients 
constructively occupied. Where patients are 
hospitalized with little to keep them busy 
for long periods of time, or where agency 
waiting lists are long, this can be a thera- 
peutic boon. On occasion we have asked 
selected patients to write a lengthy and de- 
tailed autobiography using the question- 
naire as an outline. 

5. Finally, there is the pragmatic argu- 
ment that social history questionnaires are 
and will be used in some situations where 
time and personnel are limited. So we might 
just as well work to develop good ones. 


THE ARGUMENTS AGAINST SOCIAL 
HISTORY QUESTIONNAIRES 


Of course, the use of history question- 
naires has its negative features. Some of 


these can be modified. The two main objec- 
tions are : 1. They are impersonal. 2. They 
are superficial. 3. Some felt that the ques- 
tionnaires have patterned the patient’s re- 
sponses in a rigid, stereotypical fashion and 
thereby destroyed the spontaneity of later 
history-taking. There is a danger in writing 
something down that some persons will feel 
what they have written becomes irrevokably 
affirmed. 4. It was also believed by some 
that this rigidity could damage later thera- 
peutic attempts. 5. Finally, a few felt that 
history questionnaires helped a patient pre- 
pare for psychological testing in such a way 
that he was better able to mask his person- 
ality symptoms. 

All of these arguments have some validity. 
However, we have found that we can great- 
ly diminish the impersonal and superficial 
nature of the questionnaire by a sensitive, 
personable introduction and administration, 
and by a good follow-up interview by the 
historian. Further, our psychologists have 
tested 90% of all the patients that have re- 
ceived the questionnaire and have reported 
no deleterious patterning or rigidity that 
could be attributed to the questionnaire. 
We have found that patients having a para- 
noid or a passive aggressive diagnosis tend- 
ed to give bare factual information. These 
same patients occasionally refused to answer 
the questionnaire. While this is a limitation, 
here again the productivity of the instru- 
ment can be raised by anticipating this 
problem and correcting for it in a good in- 
troductory and follow-up interview. 

The very impersonality of a form can be 
an advantage in certain cases. Where the 
patient is fearful of interpersonal contact, 
the objectivity of a form may provide a less 
threatening medium for self-expression. This 
however, is more the exception than the 
rule. Finally, it should be noted that the 
history questionnaire is not meant to replace 
the psychiatric interview wherein the here- 
and-now of adjustment and personality dy- 
namics are probed. Rather the questionnaire 
in mainly intended to supply factual back- 
ground information with as much feeling 
tone as can be coaxed from a patient by a 
form. 


DEVELOPMENT 
The first step in the development of tech- 
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nique is a study of the purpose for which 
the technique is intended. Our purpose 
was diagnostic. Could the men be retained 
in the military ? If not, under what provi- 
sions and with what benefits ought they to 
be discharged? The questionnaire must 
help fulfill the purpose of the hospital or 
clinic. Thus an all-purpose history question- 
naire would probably be undesirable. The 
questions contained might differ from clinic 
to clinic, from year to year, dependent al- 


ways on the purpose. 

Our next step was to review the literature 
(1, 2,3, 4,5). We also wrote to a number of 
state hospitals and many agencies for copies 
of their forms. Then we gathered all the 
questions we thought might prove useful 
and administered them to a group of about 
20 patients having mixed diagnoses. We 
modified the questionnaire and again ad- 
ministered it. 

Our questionnaire has developed into its 
present state through 4 major revisions over 
a period of 3 years. To encourage informal- 
ity we have attempted to keep a conversa- 
tional tone throughout, and have entirely 
eliminated the purely projective questions 
found in our earlier versions. Further, we 
have noted the trend through our revisions 
to ask more specific questions and request 
more specific answers. This counteracts an 
earlier tendency to ask several stimulating 
questions in a group and then leave a space 
open for a discussion of the life area con- 
cerned, ¢.g., parents, marriage, job. It was 
found that in this latter case, patients would 
avoid certain problem questions. 

We call our social history questionnaire 
the SASH (Self-Administered Social His- 
tory). In its present version it is 12 pages 
long with space left for answers. It is given 
in conjunction with a military medical his- 
tory form, and we feel that we have had ex- 
cellent results. We have given approximate- 
ly 500 and know of no situations where it 
has caused any difficulties ; there were less 
than 10 instances where cooperation was 
lacking to an extent to make the SASH 
worthless. 

Later we modified the SASH for use 
with relatives where direct contact was im- 
possible. In the good military tradition of 
abbreviation we called this modified ver- 
sion SQUARE (Social Questionnaire An- 


swered by Relatives ). The SQUARE is com- 
posed of 8 pages, but there is no accompany- 
ing medical history form. Again the results 
have proven gratifying. Using stamped re- 
turn envelopes we have received a surpris- 
ing 90% plus return on over 300 SQUAREs 
mailed out. The data returned were richer 
in quality and more extensive in quantity 
than what we had been receiving in the 
SASH. No doubt this was due to the fact 
that it was easier for one person to report 
on another. The SQUARE is presently un- 
dergoing a thorough item analysis and will 
be reported on later. 


SUMMARY 


The social history questionnaire is not a 
substitute for, nor can it be favorably com- 
pared to history-taking in a personal inter- 
view. Yet we feel that it is a legitimate 
diagnostic instrument in certain situations. 
That is to say, the questionnaire is prefer- 
able to sparse information gathered in a 
hasty manner or to no history at all. The 
time it saves, the prime material it offers, its 
built-in supervisory features, and its thera- 
peutic possibilities may counterbalance the 
impersonality and superficiality of a form. 
We are presenting our SASH (Self-Admin- 
istered Social History) in the hope that 
others will do likewise, and that certain 
optimum history questionnaires and ques- 
tions might be developed. 


APPENDIX 


ADMINISTRATION 


The SASH begins with a brief written ex- 
planatory introduction. 

“The purpose of this form is to obtain a his- 
tory of your earlier life. The information you 
are able to give will aid us in coming to a bet- 
ter understanding of you and your problems. 
Some of these questions may not apply to you. 
Others may be hard to answer. You will have 
to think about them. Take your time. Try to 
answer each question as accurately as possi- 
ble.” 

The person administering the SASH spends 
approximately 10 minutes establishing a rela- 
tionship and expanding on this introduction. 
For example, we might compare the SASH to 
an autobiography. Then the patient is left to 
complete the questionnaire. Ordinarily this 
takes from 45 minutes to 2 hours. When the 
patient has finished, the administrator goes 
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through the SASH with him and makes any 
clarifying additions in red pencil. This usually 
requires 5 to 10 minutes. When necessary, the 
SASH can be administered to groups, provid- 
ing patients have a certain privacy in filling 
out the forms. We found that it was not a good 
idea to let the patients return to the psychiatric 
wards with the SASH. They usually produced 
less when filling out the SASH in the proximity 
of their wardmates. 


The SASH begins with the usual identifying 
data. We have omitted these in the present 
article. However, we felt the questions we de- 
veloped in the SASH might prove interesting 
to others. So we have reported them in full. In 
the actual questionnaire, sufficient room was 
left between the questions for the patient's 
written answers. 


MEDICAL HISTORY 


1. Tell us about your problem(s). Explain 
why you are in the hospital. 

2. Have you ever needed or received med- 
ical care for a nervous breakdown, nervousness, 
emotional upset, worrying, or extreme sadness ? 
Dates—Place—Type of Treatment and Condi- 
tion. 


MILITARY HISTORY 


1. Describe briefly your military career. (If 
female, describe husband's military career since 
marriage). Dates—Base—Type of Duty. 

2. Where did you enter service ?—Why did 
you enter service ? 

3. What tour of duty did you like best ? 
Why ? 

4. Tell us about any ribbons, letters of com- 
mendation, or decorations which you have 
been awarded. Have you ever lost rank, had 
a court-martial, or received an Article 15 ? Ex- 
plain. Date—Award or Punishment—Reason. 


FAMILY HISTORY 


1. Father’s age—Year parents married—. 

2. Father’s education (grade completed and 
year)—. 

3. Father’s job—Average salary—. 

4. Tell us about your father, what kind of 
a man was he ? Describe him. (Include habits, 
such as drinking, smoking or using drugs.) 

5. What did your father do for recreatiou 
and relaxation ? 

6. Mention your father’s attitudes toward 
religion. 

7. Mother’s age—Mother’s education (grade 
completed and year)-—. 


8. Did your mother work ? Years—Type of 
Job—Reason for working. 

9. Tell us about your mother, what kind of 
woman was she ? Describe her. (Include habits, 
such as drinking, smoking or using drugs. ) 

10. Mention your mother’s attitudes toward 
religion. 

11. What did your mother do for recreation 
and relaxation ? 

12. What nationality were your parents ? 
Father—Mother—. Was a foreign language spo- 
ken in your home ? What was it ? 

13. Name any step-parents or persons who 
took care of you as a child. Tell us how old 
you were then. Describe these persons. 

14. Explain here any separations of your 
parents due to divorce, illness, death, etc. Give 
the year and reason. 

15. When you were growing up, who dis- 
ciplined the children in your family ? How was 
it done ? Give examples. 

16. How did your parents solve family prob- 
lems and differences ? Please give an example. 

17. Who handled the family bills, rent, 
food, car, etc. ? 

18. Tell us about your brothers and sisters. 
Names—Age— Marital Status— Occupation — If 
Deceased Give Year and Cause of Death. 

19. Which brother or sister do you write or 
visit most often ? Why P 

20. With which brother or sister did you 
have the most problems ? 

21. With which brother or sister did you 
get along best ? Why? 

22. Who else lived with you besides your 
parents, brothers and sisters ? How old were 
you then ? 

How did they get along with the family and 
how did you get along with them ? 

23. Have any family members had an emo- 
tional illness or a nervous breakdown? Ex- 
plain. 

24. Have any of your family members been 
severely injured or suffered from a physical 
handicap ? Name—Relationship—Date—Type of 
Illness and Treatment. 


CHILDHOOD 


1. What kind of neighborhood(s) did you 
grow up in? Tell us what you thought of it 
(them). 

2. About how many children were there 
around for you to play with before you went to 
school ? What games do you remember playing 
at that time ? 

3. How would you describe yourself as a 
child ? (quiet, active, shy, nervous, etc). 

4. Did you change while growing up? 
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Please tell us how old you were and why you 
changed. 

5. Tell us about the games you played dur- 
ing grade school. 

6. About how often did your family attend 
church ? 

7. What was the size of the town(s) in 
which you were raised ? 

8. If you lived in more than one town, 
which one did you like best ? Why ? 

9. How many different houses did your 
family live in before you were 15 years old ? 

10. As a child, did you have a temper ? 
What sort of things made you angry ? 

11. Did you cry much as a child ? When you 
were in grade school, what things made you 
cry ? 


SCHOOL HISTORY 


1. Tell us when and where you attended 
school from the first grade to the present. 
Dates—Name of School—City and State. 

2. What kinds of marks did you get in 
school ? (excellent, good, average, fair, poor). 
Grade school—, Junior High—, High School-—, 
College or Technical Schocl—. 

3. Tell us about any special classes in which 
you have been, any grades you have repeated, 
or any grades you have skipped. Explain. 

4. Describe your schooling and education. 
Mention any favorite teachers. Tell us your 
favorite subjects ; also any subjects you had 
trouble with or did not like : 

a. Grammar School (grade and junior high) 

b. High School 

c. College or Technical School 

5. List the extracurricular activities that you 
were in (sports, music, clubs). 

6. What did you like about school ? 

7. What did you dislike about school ? 

8. Why did you leave school ? What were 
your plans ? 


DATING AND MARRIAGE 


1. How old were you when you began 
dating ? 

2. Tell us about your first date. Did you 
go a ? Where did you go? What did you 
do 

3. How frequently did you date as a teen- 
ager P 

4. What did you like to do on a date ? 

5. Tell us what type of woman (man) you 
prefer. 

6. Did you usually date women (men) who 
were younger, the same age, or older than you ? 


7. Tell us how you learned about sexual in- 
tercourse. When ? From whom ? 

8. Tell us about your present marriage. De- 
scribe your spouse. 

9. How long had you known her (him)— 
and when did you marry ? 

10. What do you enjoy most about your 
marriage ? 

11. Who handles the finances ? (paying rent, 
food, car, etc.) Are there ever any difficulties 
over the arrangement ? Explain. 

12. What adjustments did you make after 
marriage ? 

13. Tell us about your children. Name— 
Birthdate—Sex—Grade in School or Occupation 
—Marital Status. 

14. Have your children ever had any serious 
accidents or illnesses ? Name—Date, Condition 
or Injury—Treatment or Outcome. 

15. Which child seems to be the easiest to 
get along with P Why ? 

16. Which child seems to be the most diffi- 
cult to get along with ? Why ? 

17. Who disciplines the children ? How is 
it done ? 

18. Have you ever lost any children through 
miscarriage or death? Please give dates and 
explain. 

19. Tell us about any previous marriages. 
Date of marriage—and divorce. 

20. Reasons for divorce. 

21. Please list the name, age, and sex of any 
children of previous marriages. 


JOB HISTORY 


1. Tell us about the first job you had for 
which you got paid. What did you do with 
the money ? 

2. What was your usual civilian occupation ? 

3. What is your usual job in service ? 

4. Were the people on your last (or pres- 
ent) job easy to get along with ? Please explain 
any problems with either the people or the 
type of work on your last job. 

5. If you had a choice what kind of job 
would you like to have ? Why ? 

6. Tell us about the jobs you held in 
civilian life. Dates—Type of work—Salary— 
Reason for Leaving. 


PERSONAL ATTITUDES AND RECREATION 


1. Tell us about any clubs or organizations 
that you belong to or have belonged to. Date— 
Name of Club or Organization—Offices held. 

2. Tell us what you like to do for recreation. 

3. Mention your attitude toward religion. 
Do you believe in God ? How often do you 
pray, attend church ? Explain. 
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4. Tell us about your personal habits, such 
as drinking, smoking, and using drugs. Men- 
tion when you started, why, and how much 
you drink, smoke, or use drugs now. 

5. Mention any foods that disagree with 
you. Do you have any allergies ? 

6. Mention any trouble that you have been 
in with the law. Date—Place—Offense—Out- 
come. 

7. Where would you go and what would 
you do if you were to be discharged from the 
service ? 

8. Has your present hospitalization created 
any problems in your family ? Explain. 

9. Tell us anything else that you have not 
mentioned about your feelings, friends, or life 
history that you believe is important. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 


do not necessarily represent the opinions of the Journal.) 


A “DOUBLE BLIND” STUDY COMPARING RO 4-0403, 


TRIFLUOPERAZINE AND A PLACEBO IN CHRONICALLY 


As the flow of new psychotropic drugs 
continues a comparison of these new prod- 
ucts with established therapeutic agents is 
one method of evaluating their potential. 
The following “Double Blind” study com- 
pares a new drug RO 4-0403 (Taractan) 
with Trifluoperazine (Stelazine),? an ex- 
tensively used compound, and a placebo. 

Thirty chronic female patients from a 
continuous treatment ward in a large state 
hospital, selected because of their aggressive 
or agitated behavior and the chronicity of 
their illness, composed the patient group. 
Their ages ranged from 22 to 60 years. All 
had been hospitalized for a year or longer 
with an average of 10.5 years (10 patients 
over 15 years). Twenty-four were diag- 
nosed as schizophrenics and 6 were con- 
sidered to be involutional psychotics. 

The project was carried out as a “double 
blind” with a cross over. The patients were 
randomly selected and divided into 3 groups 
of 10 each, designated A, B and C ; similarly 
preparation A was RO 4-0403 (Taractan), 


1 This study was done at the Chicago State Hos- 
pital and the cooperation of Dr. H. Matlz, Super- 
intendent, is appreciated. 

2 Staff of the Illinois State Psychiatric Institute, 
Chicago, Illinois. 

8 Appreciation is expressed to the Smith Kline 
and French Laboratories for the supplies of tri- 
fluoperazine (Stelazine), and to Hoffmann-La 
Roche Inc. for RO 4-0403 (Taractan). 

B was trifluoperazine (Stelazine) and C 


ILL MENTAL PATIENTS * 


ANTIOCO BARRON, M.D., BARBARA BECKERING, R.N., 
LESTER H. RUDY, M.D., anp JACKSON A. SMITH, M.D.? 


Dosage and Administration 


was a placebo. 

The groups received each preparation for 
a period of 1 month with weekly increases 
of dosage. The “cross over” was done at the 
end of each month and all 3 groups received 
each preparation for a 30-day period. Due 
to the disturbed state of the patients, only 
48 to 72 hours was allowed to elapse be- 
tween drugs. The two medications and the 
placebo were prepared in identical cap- 
sules. Neither the patients nor the observer 
were aware which medication was being 
given. 

A research nurse, who was an experi- 
enced observer, utilized standardized eval- 
uation forms previously described‘ to 
record any change in the patients’ behavior. 
She had been in contact with this group of 
patients and was familiar with their reac- 
tion patterns and behavior on and off the 
ward. In addition to weekly progress notes 
she made a complete control evaluation of 
each patient immediately prior to the start 
of the project and at the end of each month. 
A psychiatrist worked with her and evalu- 
ated side effects from the drugs : complete 
blood counts and liver function tests (alka- 
line phosphatase and thymol turbidity) 
were done weekly throughout the length of 
the study. 


4 Smith, Jackson A., Christian, Dorothy, Mans- 
field, Elaine, and Figaredo, Alfredo: Am. J. Psy- 
chiat., 116 : 392, Nov. 1959. 


Trifluoperazine 


75 mg. daily 
2nd week 150 mg. daily 
3rd week 300 mg. daily 
4th week 600 mg. daily 


6 mg. daily 

10 mg. daily a 
10 mg. daily nei 
20 mg. daily aS 


: 
= 
RO 4-0403 Placebo 
Seer. 
jee 
TR 
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RESULTS 

The patient’s clinical response during the 
study was tabulated and the final results 
are shown in the following table : 


CoNCLUSIONS 
1. RO 4-0403 (Taractan) produced a 
beneficial response in 7 of a group of 30 
extremely chronic psychotic patients. Those 


Worse Change 


Slightly Moderately 
Improved Improved 


Markedly 
Improved 


Drug A (Taractan) 10 13 
Drug B (Stelazine) 0 1) 
Drug C (Placebo) 13 16 


7 0 
12 7 
1 0 


The criteria used for evaluation was de- 
rived from observing a decrease or increase 
in the following variables of behavior : over 
hostility, tension, agitation, attempts to com- 
municate, cooperation, friendliness, atten- 
tion span and alertness, interest in personal 
appearance, mannerisms, participation in 
activities or a change in delusions and hal- 
lucinations. Patients considered slightly im- 
proved showed favorable change in 2 or 3 
variables. Moderately improved patients 
showed this change in at least 4 or 5 varia- 
bles. Marked improvement reflected change 
in 6 or more of the listed variables. No pa- 
tient was considered markedly improved 
and a patient was considered worse if an 
unfavorable change was noted in 2 or more 
of the variables. 


SIDE EFFECTS 


No serious side effects were encountered 
with either of the 2 active drugs used. The 
following mild side effects were observed : 


patients who responded showed a decrease 
in agitation, appeared more friendly and 
expressed the subjective sensation of “feel- 
ing better.” Undesirable side effects were 
observed in only 2 of the 30 patients treated. 
From these results it would appear that this 
compound can be safely and effectively 
used in acute psychiatric disorders. 

2. Trifluoperazine (Stelazine) is a potent 
drug that is effective in reducing the symp- 
tomatology in chronic psychotic patients. In 
this study more than half the patients who 
received trifluoperazine showed a desirable 
change of behavior during the study but 
side effects were noted in 40% of those 
treated. These side effects usually appeared 
at a high dosage and disappeared promptly 
after the administration of anti-Par‘insonian 
drugs. 

3. Since only 1 patient out of 30 showed 
a slight improvement while receiving a 
placebo, it is presumed that suggestion and 


Tremor and mild 
muscular rigidity 


Drooling & Mask- Short period of 
like facies increased agitation 


Drug A (Taractan) 1 
Drug B (Stelazine) 8 
Drug C (Placebo) 0 


1 0 
1 3 
0 0 


The observed side effects with both active 
drugs were controllable with anti-Parkin- 
sonian medication. 


attention were of minimal importance in 
producing the changes observed with the 
active compounds. 


CLINICAL OBSERVATIONS OF THERAPEUTIC EFFECT OF 
CHLORPROTHIXENE (TARACTAN) IN PSYCHOSES 


LEON REZNIKOFF, M.D.! 


Reports appeared recently in psychiatric 
literature of therapeutic value of a new psy- 


1 Clinical Director, Hudson County Hospital for 
Mental Diseases, Secaucus, N. J. 


chopharmacological agent, chlorprothixene,” 
attributing to it both tranquilizing and anti- 


2 Chlorprothixene was supplied by Hoffmann- 
LaRoche Laboratories, under trade name, Taractan. 
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depressant properties. Chlorprothixene has 
a chemical formula similar to chlorproma- 
zine, except that nitrogen in the phenothia- 
zine ring is replaced by unsaturated carbon 
atom. 

The present report deals with observa- 
tions made during the use of chlorprothix- 
ene for 2 to 8 months in 60 hospitalized 
psychotic patients. The following diagnostic 
categories were represented : schizophrenic 
reaction—50 patients ; manic-depressive, de- 
pressed type—7 patients ; mental deficiency 
with psychotic reaction—2 ; sociopathic per- 
sonality with psychotic reaction—l. 

Schizophrenic patients were subdivided 
into following types : paranoid 35, catatonic 
5, hebephrenic 4, simple 1, and chronic un- 
differentiated type, 5. 

The average duration of schizophrenic 
psychosis was about 6 years. Most of the 
patients had been previously treated with 
ECT and different phenothiazine drugs, but 
either failed to maintain improvement or 
did not improve at all. 

Chlorprothixene was administered orally. 
The initial dose of 25 mg. b.i.d. was gradual- 
ly increased to 200 mg. to 300 mg. b.i.d. ; 
only 6 patients received maximum dosage 
of 600 mg. per day ; in most cases 150 mg. 
to 200 mg. b.i.d. was sufficient. After what 
appeared to be maximum improvement the 
dosage was gradually reduced to a mainte- 
nance of 25 mg. or 50 mg. per day. 

There were no cases of agranulocytosis, 
jaundice or skin rash. Transaminase tests, 
urinalysis and frequent blood counts were 
carried out in all patients, and showed no 
significant changes. There was no marked 
change in weight. Two patients had moder- 
ate hypotension, and when a third de- 
veloped marked hypotension, the drug was 
discontinued for 2 days and then resumed 
at half dosage ; his blood pressure returned 
to normal. Four complained of dizziness, 
but were able to continue with the therapy. 
Two developed mild extrapyramidal symp- 
toms which had been easily controlled by 
Akineton. In no case had treatment to be 
discontinued because of side effects. 

Chlorprothixene apparently produces 
tranquilizing and sedative effects in anxious 
and agitated patients, and also has anti- 
depressant effect on apathetic and depressed 
patients. Generally improvement had been 


gradual ; no dramatic results had been ob- 
served. 

Of the 50 schizophrenics 20 (40%) im- 
proved sufficiently to be released for con- 
valescent care; another 13 (26%) made a 
fairly good institutional adjustment and be- 
gan to participate in occupational and rec- 
reational activities ; 17 (34%) showed only 
slight, or transient improvement and there- 
fore classified as unimproved. 

The results in non-schizophrenic patients 
were as follows : of the 7 manic-depressive, 
depressed patients 4 achieved remission, the 
other 3 were unimproved ; the 2 mentally 
deficient patients with psychotic reaction 
became free of psychosis; the sociopath 
with psychotic reaction also recovered from 
psychosis after a few weeks on chlorpro- 
thixene. Four uncooperative schizophrenic 
patients and one manic-depressive, de- 
pressed had to be placed on ECT after a 
trial with chlorprothixene was unsuccessful. 

The small number of psychotic depres- 
sions is not sufficient for statistical evalua- 
tion ; however, it is our impression that it 
is not a drug of choice for treatment of 
deep psychotic depressions, since better re- 
sults are obtained with ECT, MAO inhibi- 
tors, or imipramine. 


SUMMARY AND CONCLUSIONS 


Sixty psychotic patients have been 
treated with chlorprothixene for 8 to 32 
weeks ; most of the patients were chronic 
schizophrenics. Twenty (40%) schizophre- 
nics improved or achieved a remission to be 
released for convalescent care; 13 (26%) 
improved sufficiently to participate in hos- 
pital social, occupational and recreational 
activities and 17 (34%) remained unim- 
proved. The number of non-schizophrenic 
patients was too small to be statistically 
significant. Frequent blood counts and 
transaminase studies revealed no significant 
abnormalities; there were no cases of 
agranulocytosis, jaundice or skin rash ; mild 
extrapyramidal symptoms developed in 2 
patients, but were easily controlled with 
Akineton, and did not require discontinua- 
tion of chlorprothixene. 

Both tranquilizing and antidepressant ef- 
fects are gradual; no dramatic changes 
have been observed. 


Chlorprothixene might be useful in treat- 


350 


CLINICAL NOTES 


[ October 


ment of schizophrenic patients who have 
some depressive features, or become de- 


This study was conducted to obtain data 
concerning the recurrence rate of pheno- 
thiazine-induced extrapyramidal reactions 
following withdrawal of maintenance anti- 
parkinson drug. 

Sixty-three chronic schizophrenic patients 
from 5 continuous treatment wards com- 
prised the patient sample. These patients 
were each receiving a phenothiazine? as 
well as a maintenance antiparkinson drug ; 
the antiparkinson drug having been given 
for the control of phenothiazine-induced ex- 
trapyramidal reactions. A placebo and tri- 
phenidyl,* the identity being unknown to 
patients and personnel, were randomly as- 
signed to the patient population so that 2 
out of 3 patients (41 patients) received the 
placebo and the third patient (22 patients) 
received triphenidyl. The unknown medica- 
tions were abruptly substituted for the 
maintenance antiparkinson drug in dosages 
of 1 tablet t.i.d. (6 mg. of triphenidy] ). Prior 
to the start and at frequent intervals during 
the study, the patients were assessed for 
clinical manifestations of the extrapyramidal 
reaction. When such manifestations re- 
curred, the dosages of the unknowns were 
increased to 2 tablets t.i.d. (12 mg. of tri- 
phenidyl) ; if the reaction became more 
severe, the unknowns were discontinued 
and replaced with the previous maintenance 
antiparkinson drug. The duration of the 
study on the 5 wards ranged from 28 to 38 
days, the mean being 34 days.* 


1 Respectively, Chief of Research, and Associate 
Superintendent, Napa State Hospital, Imola, Cali- 
fornia. 

2The five phenothiazine derivatives were : 
chlorpromazine, fluphenazine, perphenazine, pro- 
chlorperazine, and trifluoperazine. 

3 Placebo and triphenidyl (Artane) were sup- 
plied by Dr. William Sweeney, Lederle Labora- 
tories. 

4 Data on the age and sex of the patients, the 


WITHDRAWAL OF MAINTENANCE ANTIPARKINSON DRUG 
IN THE PHENOTHIAZINE-INDUCED EXTRAPYRAMIDAL 
REACTION 


WILLIAM MANDEL, M.D., anp W. A. OLIVER, M.D.! 


pressed from large doses of other tranquil- 


izers. 


RESULTS 


Replacement of the unknown medication 
by the previous maintenance dosage of anti- 
parkinson drug was not required in 24 
of the 41 placebo-treated patients (59%) 
and in 21 of the 22 triphenidyl-treated pa- 
tients. Clinical manifestations of the extra- 
pyramidal reaction wcre controlled in the 
18 patients in whom the unknowns were 
replaced by the previous maintenance anti- 


parkinson drug. 


Discussion 


The recurrence rate in the thioperazine- 
induced extrapyramidal reaction following 
placebo substitution for maintenance anti- 
parkinson drug was reported(1) to be 80%. 
Thioperazine is a phenothiazine derivative 
which produces a rapid onset and high in- 
cidence of extrapyramidal reactions. These 
results are in contrast to a report(2) of a 
21% recurrence in patients treated for chlor- 
promazine- and reserpine-induced extra- 
pyramidal reactions. In this present study, 
the recurrence rate in phenothiazine-in- 
duced reactions following placebo substitu- 
tion for maintenance antiparkinson drug 
was 41%. These differences are the result of 
the many variables in the study situations. 

Depending on the clinical situation, main- 
tenance antiparkinson drug is not required 
to prevent recurrence of clinical manifesta- 
tions of phenothiazine-induced extrapyram- 
idal reactions in from 20 to 80% of pa- 
tients. Trials are recommended in which 
maintenance antiparkinson drugs are with- 
drawn and antiparkinson treatment restarted 


phenothiazine and maintenance antiparkinson drug 
and dosages, the length of prior treatment with 
these drugs, the days on which the unknown medi- 
cations were increased to 2 tablets t.id. and were 
discontinued, are available on request. 
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only in those instances in which clinical 
manifestations of extrapyramidal reactions 
recur. 


SUMMARY 


A placebo was substituted for mainte- 
nance antiparkinson drug in 41 patients who 
had been given this medication for the con- 
trol of phenothiazine-induced extra-pyram- 
idal reactions. These reactions ‘id not re- 
cur in 24 of the 41 patients (59%). Although 
recurrence rates will vary with different 
clinical situations, it is probable that a large 


RECURRENT THIOPERAZINE-INDUCED EXTRAPYRAMIDAL 


proportion of patients do not require main- 
tenance antiparkinson drug for continued 
clinical control of phenothiazine-induced 
extra-pyramidal reactions. Trials are recom- 
mended to determine which patients should 
or should not continue to receive mainte- 
ance antiparkinson drug. 


BIBLIOGRAPHY 

1. Mandel, W., Claffey, B., and Margolis, 
L. : Am. J. Psychiat. In press. 

2. Cahan, R. B., and Parrish, D. D.: Am. 

J. Psychiat., 116: 1022, May 1960. 


REACTION FOLLOWING PLACEBO SUBSTITUTION FOR 


This report describes the incidence and 
time of recurrence of the thioperazine-in- 
duced extrapyramidal reaction in 20 pa- 
tients in whom placebos were substituted 
for maintenance antiparkinson drug. The re- 
sults were obtained during a study in which 
a new antiparkinson drug (UK-738) ? was 
evaluated. 


MATERIALS AND METHODS 


Forty chronic schizophrenic patients, 20 
men and 20 women, receiving thioperazine ? 
in sufficient dosage to produce extrapyrami- 
dal reactions and who were maintained on 
antiparkinson drug (triphenidyl) to control 
this phenothiazine-induced reaction were 
studied. All patients received thioperazine 
for 4 months and triphenidy] ? for at least 3 
months. The range of thioperazine daily 
dose was 4 mg. to 120 mg. (mean—3l 
mg.). The range of triphenidyl daily dose 
was 5 mg. to 20 mg. (mean—13 mg.). Ages 
of patients ranged from 18 to 59 years 
(mean—41). 


1 Respectively, Chief of Research, Staff Psy- 
chiatrist, and Consultant, Napa State Hospital, 
Imola, Calif. 

2 UK-738 (N-ethyl-nortropine-benzhydrlether- 
hydrobromide) supplied by Sandoz Pharmaceuti- 
cals ; thioperazine supplied by Ives-Cameron Com- 
pany ; triphenidyl (Artane) supplied by Lederle 
Laboratories. 


MAINTENANCE ANTIPARKINSON DRUG 


WILLIAM MANDEL, M.D., BESSIE CLAFFEY, M.D., anp 
LESTER H. MARGOLIS, M.D.'! 


A placebo and UK-738 were randomly 
assigned so that 10 men and 10 women re- 
ceived each preparation; the study was 
double-blind. Each patient was first clini- 
cally assessed for extra-pyramidal symptoms 
and signs. With the thioperazine dosage 
kept constant, the unknowns were abruptly 
substituted for triphenidyl in a dosage of 
one tablet t.id. Reassessments for extra- 
pyramidal reactions were performed daily. 
When symptoms recurred and were marked, 
the unknowns were replaced with the pre- 
vious triphenidyl dosage ; if symptoms re- 
curred and were not as marked, dosages 
of the unknowns were increased to 2 tab- 
lets t.id. The study was concluded after 
20 days. 


RESULTS 


Within 20 days, the 10 women and 6 of 
the 10 men (80%), in whom placebos were 
substituted for triphenidyl developed suffi- 
ciently marked recurrence of extrapyrami- 
dal reactions to necessitate resumption of 
their triphenidy] dosage. At the completion 
of the investigation, 3 of the 4 men were 
still receiving placebo, one tablet t.i.d., 
while the fourth was receiving 2 tablets of 
placebo t.id. In 4 of the 10 women, the 
recurrent reaction was so marked that the 


placebo was discontinued without prior in- 


Pare 
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crease in dosage ; the remaining 6 women 
and the 6 men had a more gradual recur- 
rence and were first tried with 2 placebo 
tablets t.i.d. The time of discontinuation of 
placebo and return to triphenidy] is shown 
in Table I. Table II shows the time when 


TABLE | 
Day Placebo Was Discontinued 
and Triphenidy! Was Restarted 


Women (10) 4 1 2 ee 1 
Men (6) 1 


TABLE Ii 
Day Placebo Dosage Was 
Increased to 2 Tablets t.i.d. 


No. Patients 


ord 4th Sth 9th 
Women (6) 4 1 1 
Men (6) 3 3 


the placebo was increased to 2 tablets t.i.d. 
By the fourth study day, the placebo had 
been discontinued in 5 patients and 7 pa- 
tients were receiving 2 tablets t.id.; thus, 
12 of 16 patients in whom the placebo was 
discontinued had recurrence in 4 days. The 
recurrent reactions were controlled with re- 
sumption of triphenidyl. 


Discussion 


Despite many reports dealing with pheno- 
thiazine-induced extrapyramidal reactions, 
few have described the recurrence rate 
when maintenance antiparkinson drug was 


stopped. Cahan and Parrish(1) reported re- 
currence in the chlorpromazine- and re- 
serpine-induced parkinson syndrome after 
discontinuing antiparkinson drug in 17 of 
83 patients (21%) stating, “the majority of 
patients with drug-induced parkinsonism, 
after a period, no longer need the antipar- 
kinson drug they are receiving.” Their re- 
sults differ from ours but single studies 
cannot set limits for the universe of pa- 
tients nor for many treatment situations, e.g., 
thioperazine is a phenothiazine which pro- 
duces a rapid onset and high incidence of 
extrapyramidal reactions(2). Recurrence in 
specific situations can only be determined 
by clinical trials; such trials should clari- 
fy the relative need for maintenance anti- 
parkinson drug in phenothiazine-treated pa- 
tients. 


SUMMARY 


A placebo was abruptly substituted for 
maintenance antiparkinson drug in 20 pa- 
tients who had previously shown evidence 
of a thioperazine-induced extrapyramidal 
reaction. Within 20 days of this controlled 
study extrapyramidal reactions reappeared 
in 16 patients (80%). The recurrence rate of 
phenothiazine-induced extrapyramidal re- 
actions following withdrawal of mainten- 
ance antiparkinson drug will vary with dif- 
ferent situations and their incidence can 


only be determined by clinical trial. 


BIBLIOGRAPHY 
1. Cahan, R. B., and Parrish, D. D. : Am. J. 
Psychiat., 116 : 1022, May 1960. 
2. Denham, J., and Carrier, D, J. E. L.: 
Am. J. Psychiat., 116 : 927, April 1960. 


TRANYLCYPROMINE AND TRIFLUOPERAZINE IN THE 


Thirty-one adult criminally insane male 
patients at Atascadero State Hospital (a 
maximum security hospital) who required 
close custody because of aggressive or com- 

1 Louis R. Nash, M.D., Acting Superintendent 


yee Medical Director of the Atascadero State Hos- 
pital. 


TREATMENT OF DANGEROUS HOSPITALIZED PATIENTS 


ANTHONY LAPOLLA, M.D.' 


bative behavior were treated with tablets 
containing 10 mg. tranylcypromine, an anti- 
depressant, and 2 mg. trifluoperazine, a 
tranquilizer, for 3 months. These men, age 
range 23 to 65 years (average: 40 years), 
had been hospitalized for an average of over 
2 years, and had not responded adequately 
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to previous therapy with various phenothia- 
zine drugs, including trifluoperazine alone. 
Diagnoses varied (see Table 1) but all 


TABLE 1 


ease (mitral insufficiency ), suffered a heart 
failure and died during the eighth week of 
the evaluation but there was no evidence 


Marked Moderate 


Schizophrenic reaction : 
Catatonic type 2 
Paranoid 8 
Chronic undifferentiated 
5 
1 


Schizo-affective 
Psychotic depressive reaction 
Reactive depression 
Manic-depressive psychosis 
Depressed phase 1 
Chronic brain syndrome : 
Post traumatic 1 
Cause unknown 1 


TOTALS 31 
PERCENTAGES 


oOo NM ONO 


5 
16 


o oer 


on oo 


were depressed or presented evidence of 
withdrawal and marked asocial behavior. 
Initial dosage for all patients was one tablet 
at breakfast and one at 4:00 p.m. All pa- 
tients were observed daily by the technical 
staff and the ward physician and staff meet- 
ings were held every 15 days to review and 
discuss the progress of each patient, and to 
decide whether changes in dosage should 
be made or additional therapeutic measures 
introduced. In 8 patients who did not re- 
spond, and 12 who showed only marginal 
improvement after 2-4 weeks of therapy, 
the dosage was increased to 2 tablets, b.i.d. 
While no other psychopharmaceuticals were 
used, 9 patients also received electroshock 
therapy 6 weeks to 2 months after the study 
began. 

At the completion of the study, 5 patients 
(one had received concomitant ECT) were 
markedly improved, i.e., complete remission 
of psychotic and depressive symptoms ; 14 
(2 had received concomitant ECT) were 
moderately improved, i.e., significant but 
incomplete remission of symptoms ; 5 were 
slightly improved ; and 7 (6 had received 
concomitant ECT) were not improved at 
all. Results by diagnosis are shown in Table 
1. One of the patients who received ECT, a 
32-year-old patient with catatonic schizo- 
phrenia who also had a cardiovascular dis- 


2 Patient died after course of ECT during eighth week of evaluation. 


of any toxic reaction (blood dyscrasia or 
liver damage) in him or in any patient. 

Although these patients had a history of 
aggressive and/or combative behavior, 
there was no acting out of symptoms, no in- 
crease in aggressive behavior, and no com- 
bative behavior appeared. The substantial 
improvement in 19 (61%) of these patients 
whose symptoms had been present for many 
months and who had not responded to pre- 
vious therapy was surprising—particularly 
in view of the short duration of the study 
and limited doses used. However, while it 
is probable that beneficial changes would 
have occurred in more patients had we 
increased the dosage, it is probable that the 
incidence of side effects would have in- 
creased too. 

As it was, side effects were reported by 
10 patients. Transient insomnia or jitters 
was reported by 3 patients at a dosage of 
one tablet b.i.d., and by 6 at a dosage of 2 
tablets b.id. These symptoms disappeared 
as treatment continued and no changes in 
dosage were necessary. One other patient 
in whom the dosage had been raised to 2 
tablets a day began to complain of mild 
drowsiness during the ninth week. Although 
the drowsiness persisted it did not interfere 
with therapy, and the dosage was not re- 


duced. There were no other side effects. 


DIAGNOSIS NUMBER Minimal None 
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BEHAVIORAL EVALUATION OF IMIPRAMINE AND 
NIALAMIDE IN REGRESSED SCHIZOPHRENIC PATIENTS 
WITH DEPRESSIVE FEATURES * 


CARL A. LEUTHOLD, Pu.D., F. J. BRADSHAW, JR., M.D., 
G. W. ARNDT, M.D., E. F. HOFFMAN, M.D., anv 
VLADIMIR PISHKIN, Px.D.? 


This study was designed to test the ef- 
fects of imipramine* and nialamide* in 
treatment of regressed schizophrenics with 
depressive features. These agents have gen- 
erally been evaluated by global clinical im- 
pression(1, 2, 3, 4, 5, 6, 7). The present 
study employed objective measures of be- 
havior change in addition to clinical judg- 
ments. 

The subjects were 52 regressed schizo- 
phrenic patients characterized by at least 
three of the following features : 1. Psycho- 
motor retardation, 2. Despondency-sadness, 
3. Lack of interest, 4. Helplessness-pessi- 
mism, 5. Suicidal drive. 

Milieu and over-all treatment program 
were uniform for all subjects. Subjects were 
divided into 4 treatment groups: imipra- 
mine (I), imipramine placebo (IP), niala- 
mide (N), and nialamide placebo (NP). 
A double blind crossover design was em- 
ployed. The 4 research medications were 
administered for 2 6-week periods with a 
4-week intervening rest period. After the 
rest period nialamide and imipramine were 
exchanged in the drug groups and placebos 
exchanged in the placebo groups. The dos- 
ages for each sequence of 6 weeks were as 
follows : 1. 50 mg., 2. 100 mg., 3. 150 mg., 
4. 200 mg., 5. 300 mg., and 6. 400 mg. 

The subjects were evaluated by the 
MACC Behavioral Adjustment Scale(8, 9) 
on motility, affect, cooperation, communi- 
cation and total adjustment. MACC evalua- 


1 Portions of this paper were presented at the 
Veterans Administration Research Conference on 
Cooperative Studies in Psychiatry, Cincinnati, 
June 6, 1960. 

2 Respectively, Chief, Psychology Service ; Di- 
rector, Professional Services; Staff Psychiatrist ; 
Staff Physician; Director, Research Laboratory, 
Veterans Administration Hospital, Tomah, Wiscon- 
sin. 

3 Supplied as Tofranil through the courtesy of 
Geigy Pharmaceuticals. 

4 Suppied as — through the courtesy of 
Pfizer Laboratories 


tions and independent clinical evaluations 
by a psychiatrist were made before and 
after the first 6-week treatment period, at 
the end of the rest period, and again at the 
end of the second 6-week treatment period. 

The McNemar Test(10) for significance 
of changes was used to determine clinical 
and behavioral changes as functions of the 
4 treatment conditions. 


RESULTS AND DiscussION 


The first drug phase. During the first 6 
weeks each of the active drug groups sig- 
nificantly improved in clinical condition 
(p<.005) as measured by the psychiatrist's 
ratings. The imipramine group improved 
significantly in motility (p<.05). Improve- 
ment in affect was measured for the niala- 
mide group (p<.05) and for the placebo 
groups, IP (p<.01) and NP (p<.025). 

The rest period. When measures taken at 
the end of the rest period were compared 
with pretreatment measures the active drug 
groups no longer showed improvement in 
clinical condition. In contrast, both placebo 
groups had significantly improved in clini- 
cal condition, IP (p<.05) and NP (p< 
.025). 

Clinical ratings differentiated the active 
drug groups from the placebo groups at 
the end of 6 weeks of treatment and again 
at the end of the rest period but with a 
reversal in relative condition of the active 
drug and placebo groups. The active drug 
groups lost their earlier gains over the rest 
period, but the placebo groups were im- 
proved at the end of the rest period. It 
appeared the milieu had a slower but more 
lasting effect on the placebo patients who 
operated without the crutch of active medi- 
cation. 

The second drug phase. At the end of the 
second drug phase clinical evaluations again 
differentiated the drug groups from the 
placebo groups. Only the drug groups had 
significantly improved (p<.005). As in the 
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first drug phase, the imipramine group also 
made significant gains in motility (p<.025). 
It should be noted that these significant 
changes were obtained only when measur- 
ing the change over the entire 16-week 
period and not when the pre- and post- 
measures for the second drug phase were 
compared. 

MACC scale findings differentiated the N 
and I groups on some factors but did not 
reveal differences between the combined 
active drug groups and the combined place- 
bo groups as were found in the global 
clinical evaluations. 

The I group manifested increased motil- 
ity at the end of each 6-week treatment 
period, i.e., there was an increase in general 
motor activity including more frequent and 
more forceful verbal productions. 

Affect scores for the four groups con- 
trasted sharply with the motility scores dur- 
ing the first drug phase. The I group, which 
alone showed increased motility, was the 
only group which failed to gain in affect. 
Higher affect scores are ssociated with 
patients who are, in general, easier to get 
along with, i.e., less irritable, bitter or sullen. 


SUMMARY 
Imipramine and nialamide were found to 
be comparable as measured by psychiatrist’s 
clinical ratings of over-all improvement in 
patients with depressive symptoms. On 
measures of specific behavioral factors on 


the MACC scale the two drug groups were 
differentiated by improved motility in pa- 
tients on imipramine and by positive 
changes in affect in patients receiving niala- 
mide during the first 6 weeks of drug ad- 
ministration. 
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COMPARISON OF EST AND ANTIDEPRESSANT DRUGS 
IN AFFECTIVE DISORDERS 


JANE E. OLTMAN, M.D., anv SAMUEL FRIEDMAN, 


Considerable interest has been displayed 
recently in the comparative value of EST 
and drugs in the treatment of depressive 
states. It has been intimated that antide- 
pressant drugs are inferior to EST with 
respect to incidence of relapses and length 
of remissions. However, relevant, well- 
crystallized statistical data have been lack- 
ing. In an effort to answer this problem we 
have reviewed the records of all female pa- 
tients with affective disorders who received 


1 Respectively Ass’t. Supt., and Clin. Dir., Fair- 
field State Hospital, Newtown, Conn. 


EST or antidepressant drugs, admitted to 
this hospital during the past decade. The 
following specific data were recorded for 
each case. 

Age at episode of illness. The data were 
categorized into three significant periods : 
under 41, 41-60 and 61 or over. 

Numerical order of episode. 1st, 2nd, in- 
termediate (3rd to 5th) and late (6th or 
later). 

Diagnosis. The standard nomenclature 
was followed. 

Type of treatment. In the case of EST the 
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number of treatments was recorded, spe- 
cifically whether less than 6 ; in the case of 
drugs whether therapy was continued on a 
maintenance basis. 

Multiplicity of attacks. Specifically wheth- 
er multiple attacks had already appeared or 
whether the episode represented the only 
illness thus far. 

Incidence of Relapse. Intervals between 
rehospitalization and/or retreatment on an 
extramural basis were classified as follows : 
1. 0-6 months; 2. 6-12 months; 3. 12-18 
months ; 4. 18-24 months ; and 5. 2 years or 
longer. 

Inasmuch as antidepressant drugs have 
been used extensively for 2 to 3 years only, 
intervals beyond that period were not per- 
tinent. Essentially, then, this study is a 
comparison of how well patients maintain 


their status during a 2-year post-treatment 
phase. The antidepressant drugs used were 
Tofranil and Marplan. 

Approximately 650 individual patients 
and over 1200 treatment episodes were in- 
cluded in the study. Of the latter, approxi- 
mately 250 consisted of antidepressant 
drugs, which have been used practically 
exclusively here in the treatment of affective 
disorders in women during the past 2 or 
more years. It might be indicated that the 
great majority of patients who received an- 
tidepressant drugs have been followed at 
our outpatient clinic, thereby affording us 
detailed knowledge of their progress. To 
avoid unnecessarily detailed statistical pres- 
entation in this brief communication, the 
accumulated data have been summarized 
as follows. 


TABLE 1 
Comparison of Length of Remission Following EST and Drug Therapy 


EST 
Duration of Remission 


Diagnosis 


6-12 m. 12-18 m. 18-24 m. 


Psychoneurotic 
reactive depression 


13 11 


Psychotic depressive 


reaction 


Involutional psychotic 
reaction 


Manic-depressive 
reaction 


ANTIDEPRESSANT DRUG 
Duration of Remission 


18-24 m. 

In- 
Com- com- Com- com- Com- com- 
plete plete plete plete plete plete 


6-12 m. 12-18 m. 
In- 


Psychoneurotic 
reactive depression 


Psychotic depressive 
reaction 


Involutional psychotic 
reaction 


Manic-depressive 
reaction 


} 
Total 
4 | 93 33 8 3 2 47 
169 ‘ 87 
Tota | 
Diagnosis No. <6m. 2+y. 
In- 
plete plete 
80 18 2 16 0 16 2 15 ll 
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Direct comparison of data in the two 
groups is somewhat difficult because the 
majority of intervals in the drug-treated 
group are still incomplete ; consequently, 
the full duration of remissions cannot be 
determined as yet. In the EST group, in- 
tervals are either complete or the incom- 
pleted ones are beyond the 2-year limit. 
The most precise comparison can be made 
with respect to relapses within the first 6 
months, 

In the EST “neurotic” depressive group it 
is noted that 68 of 151 treatment episodes 
(45%) were followed within 6 months by 
relapse that required rehospitalization or 
retreatment. (This will be designated as 
“treatment relapse.”) This represents the 
poorest results in the EST group and con- 
firms the generally held opinion that EST 
is least satisfactory in the treatment of 
“neurotic” depression. In the drug-treated 
group, 18 of 80 episodes (23%) were fol- 
lowed by treatment relapse. It should be 
noted also that in 6 of these 18 instances 
(33%) the drug had been discontinued with- 
in the 6-month period, either through self- 
discontinuation or other factors. 

In the group of psychotic depressive re- 
action, 33 of 93 EST-treated episodes (35%) 
were followed by treatment relapse as com- 
pared with 7 of 33 (21%) in the drug- 
treated group. Again, 2 of the 7 (29%) had 
discontinued the drug. In the involutional 
group treated by EST, 56 of 169 episodes 
(33%) ended in treatment relapses, as com- 
pared with 5 of 22 (23%) in the drug-treated 
group. One of the 5 patients (20%) had 
discontinued the drug. In the manic-de- 
pressive group, EST was followed by treat- 
ment relapse in 148 of 571 instances (26%) 
which was identical with the percentage for 
the drug-treated group, with 27 relapses in 
105 episodes. Five of the 27 (19%) had 
discontinued the drug. The manic-devres- 
sive “mixed” sub-group was too small for 
statistical analysis ; however, in general, the 
results were similar to those observed in the 
“depressed” sub-group. 

It is pertinent to note that superior re- 
sults with respect to relapses were obtained 
with both EST and drug therapy in the first 
attack of manic-depressive illness. Thus in 


the EST group only 19% of first attacks 
were followed by treatment relapse, as com- 
pared with 32% for all recurrent attacks. 
There was no treatment relapse within 6 
months in the 10 patients whose first at- 
tack was treated with antidepressant drugs. 

In over-all comparison within the EST 
group, it is noted that treatment relapse oc- 
curred in 45% of “neurotic” depressions as 
compared with 28% for all “psychotic” de- 
pressions. In the drug-treated group, the 
corresponding figures were 23% and 24%, 
respectively. In general, EST in which the 
number of treatments was less than 6 (or 
unknown) was followed by a greater inci- 
dence of relapse. However, such treatment 
episodes were relatively few and did not 
significantly affect the over-all results. 

It may be noted that the results with EST 
observed in this study are similar to those 
previously recorded,? when appropriate al- 
lowance is made for the fact that the earlier 
study used rehospitalization as the only 
measure of the relapse phase whereas the 
current study also included extramural ad- 
ministration of EST as a criterion. 


SUMMARY AND CONCLUSIONS 


Because of limited temporal factors, it is 
difficult at present to compare the incidence 
of “long-term” remissions (2 years or more ) 
in patients treated by EST and those treated 
with antidepressant drugs. In “psychotic” 
depressions, treatment relapses, as defined, 
are certainly not more frequent in drug- 
treated patients than in the EST group. In 
“neurotic” depressions, results, with respect 
to relapses, are definitely more favorable 
following drug therapy. Premature discon- 
tinuation of the drug will lead to a greater 
incidence of relapses. As a corollary to this, 
patients treated with drug therapy require 
more continued follow-up care than those 
treated by EST. Contrary to our earlier 
hopes, it is evident that drugs will not af- 
fect the recurrent pattern of affective dis- 
orders—no more than EST has done. The 
pattern of repetition of attacks varies great- 
ly from one patient to another. 


2 Oltman, J. E., and Friedman, S.: Am. J. Psy- 
chiat., 107 : 57, July, 1950. 
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ACETOPHENAZINE (TINDAL) AND THIOPROPAZATE (DARTAL) 
IN AMBULATORY PSYCHONEUROTIC PATIENTS ' 


HARRY F. DARLING, M.D.? 


Piperazine phenothiazines, prior to aceto- 
phenazine, were roughly similar in their 
action(1) and found to work best on intro- 
verted or schizoid neurotics or on incipient 
schizophrenics with primarily neurotic 
symptoms(2, 3). Reports on the use of 
phenothiazines generally in neurosis, if one 
takes a general overview of the literature, 
would seem to favor the aliphatic pheno- 
thiazines and thioridazine but unfortunately 
these drugs are prone to cause hematopoi- 
etic damage, and in the case of the latter a 
tendency to leukopenia as high as 10% has 
been reported(4). The writer has used phe- 
nothiazines other than piperazines with 
hesitation in private practice and only when 
other drugs failed, for the reason that lab- 
oratory followup is difficult for both psy- 
chiatrist and patient. Both chlordiazepoxide 
and chlorprothixine have been used by the 
writer, the former especially with remark- 
able results in many cases, but there is still 
a significant group of psychoneurotics who 
seem to need phenothiazines, although they 
often make temporary improvement on 
other drugs. 

Acetophenazine has been used by the 
writer in psychoneurosis and the purpose of 
this study is to compare it with one of the 
older piperazines. Therefore 70 psycho- 
neurotics given acetophenazine have been 
tabulated and compared with 70 given 
thiopropazate in previous years. All cases 
were on medication at least 3 months. Better 
results were obtained with acetophenazine 
primarily because there was a relative free- 
dom from disturbing parkinsonism and sec- 
ondarily because there seemed to be a wider 
spread of action with the drug and the less 
introverted patients did better on it. How- 
ever it did work better on a larger propor- 
tion of introverted and preschizophrenic 
patients than with nonintroverted patients ; 


1The Tindal for this study was supplied by 
the Schering Corp. The writer wishes to thank the 
company and in particular W. Wesley Herndon, 
M.D. for their many courtesies. 

2 Kannan Bldg., Lawrence, Mass. 


but a significant proportion of the latter 
type did react to acetophenazine who did 
not react to other antianxiety agents. There 
is a larger proportion (two-thirds) of the 
former type in the study leaving only a 
sampling of the latter ; frank schizophrenics 
were excluded. 

Drowsiness was the primary disturbing 
side effect from acetophenazine; there 
would have been a smaller percentage had 
the writer used a smaller initial dose on his 
earlier patients ; it was usually controllable 
by reduction of dose. Parkinsonism, which 
occurred in a few cases, was controlled by 
reduction of dose or by the addition of an 
antiparkinsonian agent, or both. 


SuMMARY 


Acetophenazine is compared with thio- 
propazate in its action on psychoneurotics. 
It was a more effective drug primarily be- 
cause more patients could tolerate it due to 
a low incidence of parkinsonism. Drowsi- 


COMPARISON BETWEEN ACETOPHENAZINE AND 
THIOPROPAZATE 


Mean age 
Diagnosis : 
Anxiety neurosis 
Reactive depression 
Obsessive-compulsive 
Duration (in years) 
Side effects : 
Drowsy 
Parkinsonism 
Akathisia 
Depression 
Polyuria 
Neurocirculatory collapse 
Dry mouth 
Blurred vision 
Improvement : 
Marked 
Moderate 
Slight or none 
Average initial dose 
Average maintenance dose 


34 31 
80.0% 88.5% 
18.6 115 
14 0.0 
1.9 15 
: 18.6% 5.7% 
43 25.7 
14 7.1 
14 57 
14 0.0 
0.0 14 
14 0.0 
14 27 
47.1% 35.7% 
414 30.0 
11.5 34.3 
. 30.2 mg. 16.7 mg. 
co 19.9 mg. 11.2 mg. 
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ness was its predominant side effect. Effec- 
tive dose is roughly double that of thio- 


propazate. 
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SEVERE HYPERTENSION WITH PARNATE 


MARIANO F. SONGCO, M.D.! 


Parnate, like the other MAO inhibitors, 
has been known to cause postural hypoten- 
sion in some cases. Indeed it is a major 
side effect to watch out for particularly in 
patients with a history of hypertension. This 
is a report of a case where sudden and 
severe hypertension appeared to have been 
paradoxically provoked by the administra- 
tion of moderate doses of Parnate. 


The patient is a 67-year-old male who was 
returned to the Norwich State Hospital for 
recurrence of depressive symptoms. On admis- 
sion he was moderately depressed but other- 
wise asymptomatic. Routine physical examina- 
tion did not reveal anything remarkable. Blood 
pressure was 166/92 sitting and 158/84 
standing. 

He has had three previous admissions with- 
in the past 10 years. In each instance, hos- 
pitalization was due to excessive drinking re- 
sulting in disturbed thinking and behavior ac- 
companied by depressive symptoms. He has 
also been known to suffer from convulsive 
seizures ever since he suffered a fracture of 
the skull 11 years ago. While in the hospital 
6 years ago, he had a posterior myocardial in- 
farct from which he recovered uneventfully. 

Upon admission, the patient was placed on 
Dilantin, gr. 1%, Phenobarbital, gr. %, and 
Parnate, 10 mg., all given t.i.d. His blood pres- 
sure was checked routinely b.id. and, in the 
next 2 days, ranged between 160-170 over 
80-90 sitting, and 150-174 over 80-84 stand- 
ing. On the third hospital day, at about 8:30 
p.m., he first complained of severe frontal- 
occipital headache. About 10 minutes later, he 
complained of lower chest discomfort and he 
suddenly developed dyspnea and cyanosis. He 
was immediately started on oxygen from a 
portable ward unit. His blood pressure, which 
was last recorded 3 hours before to be 170/80 
sitting, was now 260/90. TPR was 97.2, 120, 
and 28. He was fully conscious, apprehensive, 
orthopneic, markedly cyanotic, and had cold, 


1 Physician-psychiatrist, Norwich State Hospital, 
Norwich, Conn. 


clammy perspiration. The chest was full of 
coarse, bubbling rales; heart sounds were 
muffled, fast, but regular. He was given mor- 
phine sulfate, gr. % to allay his apprehension, 
Meanwhile, in the next 15 minutes, while 
being transferred to the medical ward, he 
lapsed into coma. Respiration by this time had 
become extremely labored and gasping ; rate 
dropped to 14/minute. He was rapidly digi- 
talized intravenously with Digoxin, 0.5 mg. 
and oxygen was continued through the night. 
Blood pressure, which was constantly being 
checked, remained at very high systolic levels 
for about an hour after which it gradually re- 
ceded thus: 1 hour from onset, 240/90; 2 
hours later, 192/90 ; 3 hours later, 168/88 ; 6 
hours later, 170/90. The patient regained con- 
sciousness about 8 hours after the onset. EKG 
taken the following morning showed left ven- 
tricular hypertrophy and digitalis effects. 
Eventual recovery was slow but uneventful. 


Discussion 


In recapitulating what may have hap- 
pened in this case, two predisposing factors 
stand out, namely : the initial presence of 
hypertension and the history of cardiovascu- 
lar disease, particularly the heart attack suf- 
fered 6 years ago. For some unknown rea- 
son, Parnate in this case caused a sudden 
marked rise in the systolic blood pressure 
instead of the hypotensive effect that is 
more commonly observed. Most probably, 
hypertensive encephalopathy leading to 
coma then ensued and, at the same time, 
the pulmonary hypertension led to left heart 
failure and subsequently pulmonary edema. 

This case serves to re-emphasize that ex- 
treme caution should be exercised when 
giving Parnate to patients with a history 
of hypertension, particularly those with 
cardiac complications. The sudden develop- 
ment of severe headache and any cardio- 
respiratory symptoms that may follow 
should be treated as a medical emergency. 
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WITHDRAWAL SYMPTOMS FOLLOWING ETHCHLORVYNOL 
(PLACIDYL) DEPENDENCE 


HEBER S. HUDSON, MAJOR, MC, ann HERBERT I. WALKER, CAPT., MC! 


Since its introduction in 1955, ethclorvy- 
nol(1) (Placidyl-Abbott) has attained lim- 
ited use as a hypnotic and tranquilizer. 
Published reports of toxicity and withdrawal 
difficulties are confined to one Canadian 
article(2) and one Scandinavian report of 
a reaction following acute overdosage(3). 


Case Report: E.S., a 40-year-old right- 
handed white female began taking ethchlor- 
vynol for increasing anxiety in 1958. On sev- 
eral occasions in early 1960, she had episodes 
of generalized weakness, mild staggering, noc- 
turnal muscular aches and transient periods of 
confusion. In December 1960, she began to ex- 
perience trance-like episodes resembling cata- 
tonia with blurred and double vision, increased 
staggering, headaches, dysarthria, motor inco- 
ordination, recent memory disturbance and 
psychomotor retardation. In early January 
1961, she was seen by a neurosurgeon who 
noticed anisocoria, and advised further work- 
up but hospitalization was postponed until the 
patient retired in this area. She was seen here 
on 17 February 1961, and appeared to be a 
chronic neurotic. At that time the patient 
stated that she had been frequently taking 
Placidyl, 500 mg. at night and occasionally 
100 mg. in the daytime. She was advised to 
stop her medication. Neither the patient nor 
her husband can recall accurately whether or 
not she continued the Placidyl in this week 
prior to admission. On 24 February, her con- 
dition had deteriorated somewhat and she 
complained of confusion, loss of concentra- 
tion, feelings of unreality and difficult thinking. 
Hospitalization was advised because of the 
suspicion of a schizophrenic reaction. 

Admission mental examination 3 days later, 
revealed a thin, slight woman whose speech 
was circumstantial and tangential. Her affect 
was, at times, inappropriate and she frequently 
missed the point of questions. There were no 
delusions or hallucinations and orientation was 
preserved. The neurological examination re- 
vealed the anisocoria noted above and a medi- 
cal consultant found no other organic disease. 
Blood serology, hemogram, urinalysis, electro- 
lytes, urea N., fasting blood sugar and liver 
function tests were within normal limits. On 


1 Respectively, Chief, and Asst. Chief, Dept. of 
Neuropsychiatry, Madigan General Hospital, Ta- 
coma, Wash. 


28 February, a psychological testing revealed 
psychoneurosis with hypochondriasis and pho- 
bic features, hints of organicity and no evidence 
of schizophrenia. She became more confused, 
began to misidentify people, and was observed 
to have auditory and visual hallucinations, On 
1 March, she had 3 grand mal seizures and 
an EEG revealed bursts of generalized slow- 
ing, most prominent in the right frontal area. 
She was placed on Dilantin, 100 mg. t.i.d. and 
there were no further seizures. She became 
more delirious but there was no progression 
of neurological signs. Skull films were normal 
and barbiturate and bromide levels were nega- 
tive. On 3 March, a pneumoencephalogram 
was read as normal and her spinal fluid re- 
vealed clear fluid, normal dynamics, cells and 
protein. Her course during the next 3 days 
was stormy with agitation, delirium and vivid 
tactile and visual hallucinations, Repeated psy- 
chological testing revealed severe organic im- 
pairment. Massive doses of Thorazine aided 
her somewhat and suddenly, on 6 March, the 
hallucinations ceased and only mild confusion 
remained. An EEG on 8 March showed im- 
provement and a repeat EEG on 16 March 
was read as normal. She was discharged on 
22 March completely cleared and has had no 
recurrence of the previously mentioned symp- 
toms after 3 months of careful follow up. 

Prior to admission, both the patient and her 
husband denied excessive or increased dosage 
of Placidyl. As her memory cleared and the 
confusion lifted, she admitted that she had, 
on many occasions, taken over 1,500 mg. per 
day for months on end. The symptoms referred 
to previously paralleled increased dosage of 
Placidyl. 


A case of Placidy] intoxication and with- 
drawal is presented which manifested itself 
with neurological symptoms and a stormy, 
schizophrenic-like syndrome. This report 
emphasizes the necessity for adequate 
supervision of patients utilizing sedative 
drugs, even those with allegedly negligible 
side effects. 
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Psychiatrists as a group are disinterested 
in mental retardation. Many have no more 
accurate knowledge about the retarded 
than the layman does. Training centers 
seldom provide serious field study. Resi- 
dents in psychiatry are unwilling to train 
in the hospital school. Full time staff posi- 
tions at residential centers for the retarded 
go unfilled. There are vacancies, as a con- 
sequence, for qualified administrators. 

If questioned, most psychiatrists would 
agree that mental retardation is a sub- 
specialty in their area of responsibility, and 
then disqualify themselves. Others are fill- 
ing the vacuum of professed leadership. Is 
this a serious matter ? Should we be con- 
cerned that psychiatry as a profession is 
unable to meet its responsibilities ? Or after 
a long hard look should we admit our mis- 
take, say this is not our field, and bow 
out ? Are there other alternate actions that 
are appropriate and desirable ? 

Some of the issues will be faced in the 
forthcoming conference developed by the 
Committee on Mental Deficiency under 
George Tarjan and sponsored by the 
American Psychiatric Association. It will 
bring together the American Association for 
Mental Deficiency and representatives of 
national bodies in neurology and pediatrics 
and others. 

How important is the psychiatrist in the 
diagnostic process? Heller’s Disease, or- 
ganic brain disorders, neurologic diseases, 
childhood schizophrenia and autism may 
be confused with mental retardation. Medi- 
cal diagnosis is the physician’s job. Perhaps 
the psychologist can contribute all the 
skills essential to determination of matura- 
tional delay, retardation in learning, dis- 
tortion of emotion, existence of psychologi- 
cal conflict and emergent disorders from 
broken and troubled families. 

The treatment of aggressive, hostile and 
destructive behavior that is the product of 
emotional illness has always been the psy- 
chiatrist’s responsibility. The same symp- 
toms exist as a cause for treatment or 
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hospitalization in the retarded. Shall we 
conclude that if the subject is retarded these 
symptoms may now be properly delegated 
for therapy by an educator or other profes- 
sional ? 

Is program planning for the detection of 
mental deficiency, in family and school 
services, in counseling for courts and pro- 
bation departments to be the responsibility 
of the psychiatric agency or some other ? 

Citizens’ organizations interested in the 
betterment of the treatment of the mentally 
retarded have effectively utilized the appeal 
of the defective infant and helpless child. 
Legislators have listened to their lobby. 
Schools have been responsive. With grow- 
ing strength the organizations press for 
solutions to problems. They are quite un- 
willing to stand by while psychiatry makes 
solemn pronouncements about mental re- 
tardation being the area of responsibility 
of psychiatrists but then admit it can 
provide no doctors to staff facilities or to 
give leadership. 

I happen to believe that emotional dis- 
orders and family stress lead most frequent- 
ly to the need for outpatient treatment or 
residential services for the mentally re- 
tarded. Qualified psychotherapists and com- 
petent physicians are essential to proper 
diagnosis and treatment. In addition ef- 
fective education, social therapy and voca- 
tional training are parts of a rehabilitation 
program leading to social restoration. 

Educational psychologists and teachers 
with experience in the program of educa- 
tion and training the retarded are emerging 
as leaders and administrators. Pediatricians 
have a natural interest because they are 
often the first to be consulted when a child 
functions poorly. The neurologist is inter- 
ested in the aftermath of infectious diseases 
and in the organic brain disorder. The 
psychologist is concerned with learning, 
language, intelligence and vocational re- 
habilitation and has many points of contact 
in the field. 

If it is agreed the psychiatrist also has an 
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important contribution to make, then ways 
must be found to arouse and sustain his 
interest. Perhaps it would help if all medical 
students while studying growth and de- 
velopment would receive at least one ses- 
sion on mental retardation. In the neurology 
clinic an effort might be made to include 
illustrative cases. The same could be ef- 
fective in the pediatric clinic. Research in 
the field under the medical school auspices 
would help make study of the retarded 


prestigeful. In my opinion all psychiatric 
residents should have some training in 
mental retardation and every child psychi- 
atrist should have a more intensive learning 
experience. 

Premium pay for professionals is a realis- 
tic necessity to attract and hold the top 
flight people the field must have for growth 
and good performance. 

Wa E. Barton, M.D., 
President 


| 
id 
4 
q 


The congregation of several thousand psy- 
chiatrists from 63 countries represents a 
formidable spectacle with diverse potential- 
ities. The recent World Congress of Psychi- 
atry held at Montreal, June 4-10, seems to 
have avoided most of the pitfalls inherent 
in such an undertaking and to have achieved 
a success that exceeded the most sanguine 
expectations of its sponsors, or so the un- 
solicited comments of many participants 
would seem to show. The work of scientific 
and administrative staffs combined with the 
diligent efforts of the lady volunteers 
yielded a meeting of great professional in- 
terest and social satisfaction. 

The city provided an enviable environ- 
ment with its bicultural flavour, and the 
concentration of the sessions on one floor of 
the city’s largest hotel made for convenience 
and congeniality. The presence of outstand- 
ing international figures lent an undeniable 
lustre to the week’s meetings. The choice of 
diverse themes for discussion seems to have 
struck a resonant note in the participants’ 
interest, though the number of sessions run- 
ning concurrently presented perhaps an ex- 
cessive choice. Simultaneous translation into 
the 4 official languages took place in 3 large 
halls. This meant that all 12 plenary ses- 
sions accounting for some 43 papers and 16 
panel discussions with 80 speakers were 
available to listeners despite language limi- 
tations. Though costly, this resolution of the 
barrier to communication should achieve a 
still greater use at future meetings. 

The high quality of the papers presented 
was probably equalled in value by the op- 
portunities of all to meet distinguished psy- 
chiatrists from other lands, to make new 
friends, and to learn of their problems. This 
represented a true dissolution of frontiers 
and humanity’s troubles could be seen as 
knowing no national or geographic bound- 
aries. All continents were represented and 
though psychiatric conditions vary some- 
what with the milieu, they all concern the 
common denominator, man. The final emer- 
gence at the end of the Congress of a new 
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World Psychiatric Association, which was 
set up as a consequence of deliberations at 
this Congress, was a fitting climax to a 
meeting which aimed at the integration of 
efforts of psychiatrists of the nations repre- 
sented. 

The Congress, sponsored by the Canadian 
Psychiatric Association, Dr. Jean Saucier, 
President, and McGill University, Dr. D. E. 
Cameron, Chairman of the Organizing 
Committee, enjoyed the patronage of His 
Excellency Major-General Georges P. Vani- 
er, D.S.O., M.C., C.D., Governor-General 
of Canada. Opening ceremonies took place 
Monday morning, June 5, following which 
the scientific sessions were inaugurated by 
Dr. Jean Piaget of Geneva who spoke, in 
his academic lecture, on child development. 
It seems fitting that this great psychologist, 
who has made such fundamental contribu- 
tions to our understanding of the beginnings 
of mental life, should initiate the meeting 
whose considerations spanned all ages. 
Monday afternoon was devoted to 3 major 
plenary papers enunciating three leading 
themes to be considered again and again in 
the succeeding days from various points of 
view. First, Dr. H. C. Riimke of Holland 
discussed phenomenology in the sense of 
descriptive psychiatry and from his broad 
experience drew an outline which set the 
background of psychiatry’s solid basis. This 
was followed by the kaleidoscopic enumera- 
tion of experimental approaches in former 
and current use by Dr. Jules Masserman of 
Chicago. Finally, theories in psychiatry 
were reviewed in scholarly fashion by Dr. 
Henri Ey of Paris. 

Other major events of the Congress took 
place on Wednesday, June 7. In the early 
afternoon the academic lecture on internal 
inhibition was delivered by Dr. H. W. Ma- 
goun. This represented an account of bril- 
liant explorations of the central nervous 
system by the highly skilled techniques of 
neurophysiology on which a firmer psychi- 
atry may yet be built. Following this there 
were convocation ceremonies at McGill 
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University where honorary degrees were 
conferred on Dr. W. S. MacLay of England, 
Dr. Henri Ey of France, and Dr. C. B. 
Farrar of Canada. A similar ceremony was 
held shortly after this at the University of 
Montreal with Dr. Jean Delay of France, 
Dr. Ugo Cerletti of Italy, and Dr. C. La- 
gache of France being the recipients. The 
same evening saw 3,000 people assembled 
in the McGill University gymnasium to hear 
scientific creativity discussed by three Nobel 
laureates who were introduced by Dean 
D. L. Thompson with his particular mixture 
of incomparable wit and scholarship. As a 
first speaker, Dr. A. Szent-Gyorgyi quickly 
made his way into the hearts of the audi- 
ence by getting down to the task of dealing 
with the rather torrid temperature by re- 
moving his coat and rolling up his sleeves. 
His vigour, enthusiasm, and honesty were 
transparent to all who followed his descrip- 
tion of scientific work, and in particular his 
own, with absorbed interest. He empha- 
sized that a scientist, like a creative artist, 
finds satisfaction in building something new. 
He pointed out that in scientific creativity, 
posing the problem was already half the 
work. Lord Adrian, by contrast, was a re- 
strained, aesthetic figure who stressed the 
value of newly-developed techniques and 
instruments as contributing heavily to the 
advancement of science. He pointed out 
that research is based on what appear to 
be reasonable theories and he contrasted 
the difficulties in biological research to those 
in the physical sciences since in the former 
there was always interaction with the en- 
vironment. This was particularly true in 
medical research. He warned against forc- 
ing young scientists into too rigid a mould 
and inculcating excessive respect for their 
scientific elders. The third speaker, Dr. 
Linus Pauling, apparently had a carefully 
prepared script which he shortly abandoned 
to make excursions into chemistry which 
demonstrated his vivid qualities as a teach- 
er. He referred to his own exciting studies 
of the haemoglobin molecule in sickle-cell 
anaemia. He emphasized the working of the 
unconscious mind in the utilization of clues. 
He felt that each scientist working creative- 
ly did so in his own unique way. He also 
emphasized that excessive involvement in 
non-scientific activities such as his own ef- 


forts related to world peace constituted a 
distraction interfering with research ac- 
tivity. These 3 different distinguished per- 
sonalities managed to imbue the audience 
with some of their own feelings for scientific 
creativity so that all those who attended 
left invigorated and inspired. 

Another event of academic significance 
took place at the banquet Thursday night 
with the awarding of honorary membership 
in the Canadian Psychiatric Association to 
three internationally recognized psychia- 
trists, namely Dr. William Sargant (Eng- 
land), Dr. Lopez-Ibor (Spain) and Dr 
Robert Felix (U.S. A.). 

After the opening day, and excepting 
Wednesday and Saturday, plenary sessions 
were held both morning and afternoon with 
4 to 6 eminent speakers each. The titles of 
these sessions and the participants were : 

Mental Hospitals: Maclay (England), 
Fossum (Norway), Napolitani (Switzer- 
land), Kubie (U. S. A.) ; 

Neurophysiology : Selye (Canada), Him- 
wich (U. S. A.), Sawyer (U. S. A.), Reiss 
(U. S. A.), Penfield (Canada) ; 

Child and Family Psychiatry: Leon- 
hard (Germany), Scott (Canada), Seguin 
(Peru), Cameron (England) ; 

Psychotherapy: Megrabian (U.S.S.R.), 
Hoff (Austria), Schultz/Luthe (Germany/ 
Canada), Cameron (Canada), van der 
Waals (U. S. A.) ; 

Physical Therapies: Kalinowsky 
(U. S. A.), Hirose (Japan), Freeman 
(U. S. A.), Caffey (U. S. A.), Jus (Po- 
land) ; 

Social Psychiatry : Macmillan (England), 
Funkenstein (U.S. A.), Redlich (U.S. A.), 
Bustamante (Cuba), Boss (Switzerland) ; 

Concepts and Methods: Weinroth/Linn 
(U. S. A.), Stengel (England), Kallmann 
(U. S. A.), Mirsky (U. S. A.), Lagache 
(France) ; 

Psychopathology: McGrath (Ireland), 
Grinker (U. S. A.), Lopez-Ibor (Spain), 
Lidz (U. S. A.), Snezhnevsky (U.S.S.R.). 

A definitive account of the rest of the 
programme which filled the remaining 5 
days could not be achieved by anything less 
than a monograph. An indication of the 
variety of topics and number of sessions 
might convey better than any other way 
the nature of the programme to which Con- 
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gress members were exposed, or subjected. 
There were 49 panel discussions, 16 of 
which were given in halls with simultaneous 
translation. Seven subsections were devoted 
to psychopharmacology in order to accom- 
modate the great interest in this field. Three 
extra subsections for forensic psychiatric 
and autogenic training and one for experi- 
mental psychopathology were also neces- 


sary. 

Panel discussions were as follows: Ad- 
diction; Alcoholism; Association for the 
Advancement of Psychotherapy ; Atypical 
Endogenous Psychoses; Autogenic Train- 
ing ; Child Psychiatry ; Community Mental 
Health ; Corticovisceral Mechanisms ; EEG 
Changes in Human Psychopharmacology ; 
Eliminating Mental Hospitals ; Existential 
Psychiatry ; Experimental Psychopatholo- 
gy; Family Psychiatry ; Forensic Psychia- 
try; Geriatrics; Group Psychotherapy ; 
Juvenile Delinquency ; Medical Psycholo- 
gy; Mental Retardation ; Perceptual Isola- 
tion; Planning National Psychiatric Pro- 
grammes; Pseudoneurotic Schizophrenia ; 
Psychiatric Nursing; Psychiatric Occupa- 
tional Therapy; Psychoanalysis; Psycho- 
endocrinology ; Psychopathological Art ; 
Psychopharmacology ; Psychosomatics ; Psy- 
chotherapy of Psychoses; Religion and 
Psychiatry; Sleep and Dreams; Social 
Therapy and After Care; Spanish-speak- 
ing Psychiatry ; Therapeutic Community ; 
Training in Psychiatry ; ard Transcultural 
Studies. 

It would be invidious to make a distinc- 
tion between these panels on the basis of 
their quality, but from the standpoint of 
popular interest, it was apparent that those 
concerning the developing individual, the 
family, and the community attracted over- 
flow audiences. As might be anticipated, 
the panel on psychopharmacology chaired 
by Dr. Jean Delav was extremely popular. 
The approach was novel and effective in 
that 6 subsections convened in the afternoon 
to discuss the individual contributions of 
the morning. As if this were not enough, 
it was necessary to set up 3 other sessions 
in the general programme to take care of 
still more papers representing only a frac- 
tion of those submitted on the topic of psy- 
chopharmacology. The subject of perceptual 
isolation, while exciting much interest and 


being impressively presented, was said by 
one participant to have pretty well run its 
course for the time being, and would have 
to wait the passage of considerable time 
before it took a new lease on life. The panel 
under Dr. Robert Felix on planning na- 
tional psychiatric programmes had an ex- 
tremely important topical appeal and stimu- 
lated thinking in this area where many 
newly-developed countries have problems 
which, by many Western standards, are 
unsophisticated but difficult. By the same 
token, the panel on transcultural studies 
struck a responsive note as evidenced by 
the attendance and interest, a testimony to 
its chairman, Dr. Alexander Leighton and 
his associates. The panel under Dr. P. J. van 
der Leeuw of Holland on the place of psy- 
choanalysis in training, teaching, and re- 
search described the various aspects of this 
important approach with much cogency. 
Kubie dealt with the testing of some of the 
assumptions of psychoanalysis with incisive 
clarity. Consideration of the contributions 
of psychology *o psychiatry proved to be a 
most popular and stimulating panel under 
the leadership of Dr. Joseph Zubin. This 
covered a wide range of work from the 
development of conditioned emotional re- 
sponses through brain mechanisms in be- 
havior to ulcer formation, depression in 
post-traumatic amnesia and Piaget's consid- 
eration of the application of his findings on 
conceptual development to psychopatho- 
logical situations. Finally, the session on 
sleep and dreams under the eminent leader- 
ship of Dr. Nathaniel Kleitman was particu- 
larly fascinating and indicated that a great 
deal may be expected to develop further in 
this rejuvenated field. 

The general programme concerned 36 
general headings and was divided into 64 
sessions at which a total of 315 papers were 
given. Some of the most important commu- 
nications given at the Congress were read 
in _ or other of these sessions listed here- 
with. 

General Programme : Aftercare ; Alcohol 
& Drug Dependency ; Biochemistry ; Chil- 
dren ; Communication ; Community Mental 
Health ; Concepts & Methods ; Depression ; 
EEG ; Family Psychiatry ; Forensic ; Gen- 
eral Hospitals ; Genetics ; Geriatrics ; Group 
Psychotherapy ; Hypnosis ; Juvenile Delin- 
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quency ; Neuropsychiatry; Organic Psy- 
choses ; Personality Development ; Physical 
Therapies ; Psychiatric Hospitals ; Psychoa- 
nalysis ; Psychoendocrinology ; Psychopa- 
thology ; Psychopharmacology ; Psychophys- 
iology ; Psychosomatics; Psychotherapy ; 
Schizophrenia ; Social Psychiatry; Social 
Stress; Students; Suicide and Death; 
Teaching ; and Transcultural. 

The great variety of topics dealt with 
pointed up the many basic differences in 
approach. This was most evident in the 
Tuesday morning session on concepts and 
methods in which Weisman and Figlioli 
delivered papers on aspects of existential 
psychiatry to which Nelson contributed a 
vigorous critique. Bassin of the U.S.S.R. 
spoke of the incompatibility of Pavlovian 
psychiatry with psychoanalysis and was fol- 
lowed immediately by Bridger of the 
U. S. A. who emphasized the similarities 
between the two systems. One commentator 
has suggested that this would be a very 
fruitful area for future collaboration with 
the Russians if it were approached from the 
point of view of our attempts to make 
Pavlovian theory more meaningful for us 
rather than from the point of view of trying 
to sell Freudian theory to the Russians un- 
der the guise of there being no difference. 
Other papers such as this utilizing a psycho- 
analytic frame of reference were read in 
various sections according to their appro- 
priateness to the theme, with one session 
devoted to papers of more specialized in- 
terest to analysts. 

The place of the general hospitals in psy- 
chiatric care received vigorous discussion 
and an enthusiastic reception. Consideration 
of the place of teaching indicated that much 
thought and reappraisal is going on in this 
area. An important contribution by Margo- 
lin raised several critical issues regarding 
the inadequacy of present training for the 
job to be done and the possibility of turn- 
ing out future graduates in medicine more 
specifically trained for the roles they have 
to fill. Concern for the student was further 
ernphasized by 6 reports on studies of medi- 
cal students which was summarized in 
superb fashion by the chairman, Dr. Martin 
Roth. Papers by Russian psychiatrists em- 
phasized social and biological factors in 
determining and curing clinical syndromes. 


Organization of community services, and 
concern with the psychoses, particularly 
schizophrenia, seemed to be their main 
areas of interest. 

Many of the papers at the Congress con- 
cerned a topic of cardinal importance to 
psychiatry—namely, communication, though 
they were not necessarily subsumed under 
that heading. An important study on condi- 
tioned avoidance in monkeys was reported 
by Dr. I. A. Mirsky in which a closed tele- 
vision circuit was used to isolate the animals 
from each other so that only the facial ex- 
pression of the one perceiving the condi- 
tioned stimulus could communicate concern 
to the other with the response bar. Designed 
with scientific rigour, this study breaks new 
ground in both the recognition and under- 
standing of the communication of affect 
which people engage in daily, at conscious 
and unconscious levels. An experimental in- 
vestigation of the importance of the heart- 
beat rhythm of the mother to the infant was 
reported by Dr. Lee Salk. He showed in his 
perceptively conceived and elegantly exe- 
cuted work that the exposure of newborn 
infants to a normal heartbeat sound at 72 
paired beats per minute resulted in faster 
weight-gain and decreased crying. The 
tranquilizing effect of the normal heartbeat 
rhythm was also demonstrable in older 
children hastening the onset of sleep. 

Various phases of biological development 
received critical attention. The importance 
of newer concepts in genetics was ex- 
pounded by Dr. Franz Kallmann at a ple- 
nary session and interesting papers on dis- 
orders in identical twins by Drs. Kolb and 
Pilot were given. An original contribution 
was also made by Dr. M. Straker who de- 
scribed the psychiatric evaluation of 38 
Caesarian-born adults who showed differ- 
ences in reaction to stress in that they had 
many fewer somatic symptoms than two 
other groups with whom they were com- 
pared. He pointed to a re-emphasis on birth 
as a meaningful experience. Erudite bio- 
chemical studies were reported at 3 general 
programme sessions and deserve much fuller 
description and consideration than is pos- 
sible here. A series of studies of great 
fundamental importance in the area of en- 
docrinology were described by Dr. W. C. 
Young whose observations of the alteration 
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of sexual development and subsequent be- 
havior in the female offspring of young 
rodents exposed to intra-uterine androgens 
have far-reaching implications. These pre- 
sumably tie in with the type of refined 
study of electrical activity in the rhinen- 
cephalon in relation to hormonal activation 
being made by Dr. C. H. Sawyer and his 
group as reported at one of the plenary 
sessions. It would seem that neurological 
and endocrinological studies are meeting in 
this area which Dr. J. Frank named as the 
possible seat of empathic capacities. 

A final activity of considerable interest 
was the film programme which went on 
practically continuously throughout the 
week. Some 26 films on various aspects of 
clinical and experimental psychiatry were 
shown, most of them more than once. They 
attracted greater interest than anticipated 


ACCOMMODATION 


All our lives long we are engaged in the process of accommodating ourselves to our 
surroundings ; living is nothing else than this process of accommodation. When we fail 
a little we are stupid. When we flagrantly fail we are mad. A life will be successful or 
not, according as the power of accommodation is equal to or unequal to the strain of 
fusing and adjusting internal and external chances. 


IDEA AND REALITY 


by the number of seats provided. 


CONCLUSION 


In closing this attempt to review the 
Third World Congress of Psychiatry, it 
should be remarked that it has not been 
possible to achieve the impossible. No one 
could encompass this meeting in its en- 
tirety. Too much took place, too many 
papers ran concurrently for anyone to ex- 
perience it all. Like the fable of the ele- 
phant and the blind men, it was felt in 
different ways. Only by implication could 
one infer that what one touched was part 
of a considerable colossus which, like the 
elephant, was packed with wisdom and like 
that beast would go trumpeting on over in- 
credible obstacles but responsive to the will 


of its trainer. 
Robert A. Cleghorn, M.D. 


—SAMUEL BUTLER 
(The Way of All Flesh) 


I know not anything more pleasant or more instructive, than to compare experience 
with expectation, or to register from time to time the difference between idea and reality. 
It is by this kind of observation that we grow daily less liable to disappointment. 


—Dnr. JOHNSON 
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Editor, Tue AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sim : The final] report from the Joint Com- 
mission on Mental Illness and Health as the 
publication Action for Mental Health is a 
monumental, encyclopedic document pre- 
pared under the auspices of a dedicated, 
vitally concerned group of people—“a blue- 
ribbon team of experts.”? As a source of 
authority and reference it may stand the 
test of time but much is already outdated 
or may never be accepted as sound advice. 
Its acceptance by 42 of the 45 members of 
the Commission is not conclusive of infal- 
libility. 

One recommendation is for everybody to 
get into the act by doing something about 
mental health ; to develop counselors out of 
lay persons who might be interested after 
short courses of informal training or instruc- 
tion. Sound professional and lay judgment 
should dictate caution in the acceptance of 
persons to serve in such capacity. Far too 
many pseudo-expert; are basically abortive 
physicians who are more than willing to 
tamper with the health of other people and 
play God in the manipulation of their minds 
and emotions. In the absence of a definition 
of what constitutes positive mental health, 
the hazards from the use of such partici- 
pants are considerable. 

To receive the endorsement of the psy- 
chiatric profession, the report should guar- 
antee the basic tenets of medical service : 
tend the sick but do nothing to harm them, 
and to cure if possible. The Commission 
recognizes the complexity of the problem by 
reference to “biological, psychological and 
sociological] forces” acting on behavior com- 
plementing “a given potential for mental 
health or illness.” Comparison with the 
eradication of certain communicable and 
nutritional diseases is thus misleading. No 
possibility currently exists for mankind to 


1David J. Vail, Mental Health Newsletter, 
State of Minnesota, May 1961. 

2Un-numbered quotations taken from Action 
for Mental Health. 
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stay the tide of material “progress” (?) and 
come abreast of good societal mental health. 
Shortage of qualified personnel is not a 
justification for lay persons to join the “ther- 
apeutic team.” Already too many leaders in 
various walks of life such as “chiropractic 
psychiatrists,” “hypnotherapists,” and “coun- 
selors” with little or no preparation plus 
the hypomanic or sociopathic individuals 
push to the fore as community “do-gooders.” 
Several years ago California discovered 
“convenors” : persons who attended a 2-day 
conference on mental health. Counselors 
and convenors are potential public menaces 
unless closely restrained by competent su- 
pervision. Even social organizations have 
acted misguidedly in a manner ill advised 
for want of ethical restraints, publicizing 
presumed knowledge in a manner familiar 
in merchandising products. The use of 
clichés and convenient statistics as alleged 
facts found in publications of apparent 
authenticity should be discouraged. Coun- 
selors are apt to venture where physicians 
fear to tread. 

Another recommendation of the report is 
to convert large mental hospitals into re- 
habilitation centers for chronic diseases, in- 
cluding mental illness. Against this, Miss 
Loula Dunn, a member of the Commission, 
makes a cogent argument and quite rightly 
states, “nothing can be gained by perpetuat- 
ing the concept of the independent chronic 
disease hospital.” Mike Gorman,’ probably 
less familiar with the nature of the problem, 
supports the proposal. In view of the con- 
vincing showing that mentally ill patients 
have a repellant effect on the public, there 
is no reason to expect greater acceptance in 
the midst of physical semi-invalids and in- 
valids. Social convictions do not alter ma- 
terially with the loss of an appendage or 
the acquisition of a chronic physical ail- 
ment. The result may be the establishment 
of a new substandard class of human beings 
in a setting that does not promise better 


8 Speech of April 27, 1961, Sacramento, Calif. 
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services than the old mental hospitals. The 
direction of such institutions by lay ad- 
ministrators reopens the issue on the merits 
of lay administrators vs. medical directors 
in providing medical facilities for a captive 
clientele. 

Despite the promise of “rashness” in 
bringing a new day to the treatment of the 
mentally ill, the recommendation for 1000- 
bed mental hospitals is ultraconservative. It 
denies meaning to a recognized need for 
medical superintendents in the operation of 
public mental hospitals. The 1000-bed hos- 
pital, with an expected annual admission 
rate of approximately 500, is beyond the 
capacity of any physician to know and serve 
the needs of the individual patients. When 
Dr. Harry Solomon in 1958 spoke of the 
obsolescence and antitherapeutic character- 
istics of mammoth state hospitals, he sug- 
gested that these institutions be dismem- 
bered into smaller, independent, complete 
psychiatric units. The proposal was received 
with mixed feelings by commissioners and 
superintendents responsible for the opera- 
tion and continuance of such institutions. 
Apparently, they could not envision the 
possibilities of such reorganizations with 
certain areas of common use like acute 
surgical and medical needs, food service, 
general maintenance, etc., remaining more 
or less unchanged to serve the entire com- 
pound. His aim was to end construction of 
hospitals of excessive capacity. 

Since this memorable declaration, GAP 
(Report No. 46) quoted with approval the 
recommendation of Dr. Thomas Kirkbride, 
who wrote about 80 years ago that mental 
hospitals should be limited to 250 beds 
“with 500 as the undesirable top limit.” The 
Surgeon General's Report, Planning for 
Mental Health Facilities issued December, 
1960 recommends 600 beds as the maximum 
capacity. Along comes Dr. Francis J. 
O’Neill,* during the 1961 annual meeting of 
the APA, to belabor the issue by arguing 
the merits of large institutions vs. smaller 
ones ; he doubts “patients receive any better 
treatment or have any better chance of re- 
covery in a small hospital because of its 
size alone” ; then he goes on to say “that 
there are advantages in the small hospital.” 


4 Mental Hygiene News, NYS Dept. Mental Hy- 
giene, May 1961. 


This is quite a concession! He also injects 
the economic factor which has been pretty 
well exploded. 

From personal experience with a hospital 
that expanded in the past 16 years from an 
average census of 336 to about 580, I know 
it need not be more expensive to operate a 
small hospital above a minimum of 250 to 
300 beds. Operating costs per diem per 
capita for the Nevada State Hospital during 
the past decade have been only slightly in 
excess of the national average. Expansion 
has reduced the superintendent’s participa- 
tion in clinical and personalized services to 
patients and concerned relatives. 

Too much lip-service has been given to 
clichés like “milieu therapy,” “homelike at- 
mosphere,” “personalized attention,” etc., to 
now approve 1000-bed hospitals. Such of- 
ferings are simply not realistic for large in- 
stitutions where administration depends 
upon mass decision rather than considera- 
tion of individual patients. The recommen- 
dation is a disappointment to those who 
recognize the merits inherent in well di- 
rected small hospitals. Furthermore, in many 
areas of the country, large institutions would 
preclude their location in proximity to the 
communities served. The report may justify 
the continuing expansion of the hospital in 
Nevada, clearly against the interests of half 
of the state’s population living at a distance 
of 450 miles from it. 

The proposals for state programming are 
vague and misleading. Clinics for the men- 
tally ill are referred to as “the fulcrum of 
effort to remove the barriers isolating men- 
tal hospitals from the community.” In one 
instance they are not only to render clinical 
services but take leadership in providing 
community mental health education. Else- 
where advice is given to have mental health 
education “left for the health departments 
and mental health associations.” In another 
instance the report invites hospitals to make 
closer contact with communities by actively 
participating in local programs. There ap- 
pears to be a confused overlapping in as- 
signment of the various phases of a total 
program. A clearly delineated plan of or- 
ganization for state programs is still needed. 

On the subject of research the implica- 
tions are that it be encouraged and sup- 
ported in every nook and cranny “out of a 
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wish to do something.” This is not sufficient 
justification for a generous use of public 
funds. Support of research centers requires 
little argument but the report’s proposals 
seem to ask for search parties “to find a 
needle in a haystack.” Americans may be 
“alarm-minded” and “action-oriented” but 
this is poor reason for loose spending of 
public funds, especially while “scientists 
face (the) task with an incredibly small 
fund of knowledge,” and mental health 
programs depend upon “an article of scien- 
tific ‘. rather than an applicable scientific 
truth.” 


The attitude towards physical therapies 
seems deprecatory. No direct acknowledge- 
ment is given the role played by pharma- 
cology and shock treatment in reversing the 
tide in the number of hospitalized patients. 
One of the anomalies of our professional 
thinking has been to overstress the influence 
of psychotherapy that is given before, dur- 
ing, and after the physical therapies. This 
does not deny the merits of psychotherapy 
as of adjunctive value. Persons emerging 


from mental illness are not necessarily 
naked babes in the woods requiring the 
wisdom and guiding hand of a so-called 
mental health specialist for reorientation to 
community living. The learning experience 
of hospitalization should include some 
preparation for the ordeal. No convincing 
evidence yet exists that “half-way houses” 
(often third rate boarding houses) and 
“clubs” for expatients are necessarily help- 
ful on the road back into society. 

The implied and expressed medical view- 
points in the report seem biased in favor of 
popular rather than practical judgments. 
The Commission recognized its opportunity 
for “a chance of a lifetime” but lost it by not 
distinguishing between “faith” and “truth.” 
A more fruitful document might have re- 
sulted from fewer debatable recommenda- 
tions, fewer personal preferences, and more 
carefully considered objectives. 

Sidney J. Tillim, M.D., 
Superintendent, 
Nevada State Hospital, 
Reno, Nev. 


PSYCHOANALYTIC METHODOLOGY : A REPLY TO 
DR. LEHRMAN 


Editor, THe AMERICAN JOURNAL OF PsycuHi- 
ATRY : 

Sm: I doubt that the readers of this 
Journal need to have their attention directed 
to the fact that the “fundamental error” 
referred to by Dr. Nathaniel S. Lehrman 
in his correspondence on page 1045, May 
1961, resides not in psychoanalytic method- 
ology, but in his misunderstanding of the 
methodology and its theoretical foundation. 
Nevertheless, it would be remiss if these 
pages did not contain a correction of these 
misconceptions, even if it is only for the 
record. 

Dr. Lehrman writes ““Say what comes to 
mind’ is the admonition to the patient. The 
initial response which then spontaneously 
occurs is a fundamental part of the ‘ma- 
terial’ upon which the treatment is based. 
In practice, this initial response tends to be 
taken as the truest and most accurate ex- 
pression of the patient’s most profound feel- 
ings, of his ‘Unconscious.’” Lest there be 


any doubt about Dr. Lehrman’s intentions, 
he later reiterates this by stating that “psy- 
choanalysis . . . seems at times to accept 
this response as valid, accurate and undis- 
torted.” 

The reason I feel my reply is primarily 
for the record, is that amongst the basic 
cornerstones of psychoanalytic theory is the 
widely known premise that dreams have a 
latent as well as a manifest content. Similar- 
ly, who amongst us is not aware that under- 
lying the “initial response” to a parapraxis in 
the form of claiming forgetfulness, are prob- 
ably unconscious wishes. Certainly such 
fundamental psychoanalytic concepts do 
not sound like “the incorrect acceptance of 
the initial response as essentially valid.” 

Psychoanalytic technique recommends 
that we listen to our patients with an evenly 
hovering attention. In contrast to intent 
concentration, this enables us to observe 
more than the verbalized “initial response.” 
The implications, allusions, gaps, thematic 
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sequences, tone of voice, posture, and a host 
of other nonverbal communications along 
with the analyst’s own associations deserve 
our attention if we hope to begin to ap- 
prehend the unconscious. 

While reading the first part of Dr. Lehr- 
man’s letter I wondered if he was not con- 
fusing Breuer and Freud's original cathartic 
method or Jung’s diagnostic word associa- 
tion test with psychoanalytic methodology. 
This hope was shattered when I read of his 
wondering if this alleged error is not partly 
responsible for both the unforunate disrup- 
tion in the families of some analysands and 
the discouraging pessimism so pervasive 
today about the possibility of harmonious 
human relations. He does not explicitly 
rule out the possibility of other explanations 
for these phenomena. It might be well at 
this time to note one of many other possible 
explanations for each. 

The aim of psychoanalytic therapy is al- 
teration in the structure of the patient’s 
personality so that he might achieve what 


his endowment would have permitted had 
he not been thwarted by his emotional ill- 
ness. It is not difficult to conceive of success 
in such a therapeutic venture resulting in 
disruption of family stability provided that 
stability was dependent in part on the pa- 
tient’s neurosis. The limited scope of this 
communication prevents further discussion 
of this vital point. 

Is it not possible that the pessimism re- 
garding interpersonal relations that Dr. 
Lehrman refers to is a result of an historical 
comparison of society’s startling technolog- 
ical advances with the relative lack of 
progress in human relations over the past 
thousands of years? Admittedly psycho- 
analytic methodology resembles the meth- 
odology of the historian, but elaboration of 
this also would be beyond the scope of a 
reply to Dr. Lehrman. 


Saul I. Harrison, M.D., 
University of Michigan Medical Center, 
Ann Arbor, Mich. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm : The syntheses required for scientific 
progress can be achieved only by the “con- 
troversial” confrontation of differing ideas. 
Although Dr. Harrison’s specific criticisms 
seem to bear only tangential relevance to 
the point of my letter, he does however, 
raise certain issues warranting further ex- 
amination. 

My letter sought to point out that the 
tendency in psychoanalysis to accept the 
initial feeling response to or about other 
people as quantitatively accurate was er- 
roneous because it failed to reckon with 
the exaggeration of the painful and the 
hostile inherent in any initial response. The 
overestimation of interpersonal hostility re- 
sulting from this error seems at least partly 
to underlie the psychoanalytic belief that 
man and society, son and father, can never 
get along amicably without basic sacrifice 
on the part of one or the other. This rather 
cheerless attitude toward social and intra- 
familial differences seems to foster the social 
hopelessness and family disruption also 
mentioned in my letter. 


While Dr. Harrison is correct in pointing 
out that psychoanalysts do not always take 
the initial response as quantitatively valid, 
my letter merely indicated that they do so 
with sufficient frequency to have evoked 
the pessimistic social attitudes that have 
been mentioned, and to view these attitudes 
as thereby proven. 

His sixth paragraph criticism seems to 
overlook the principle of multiple determin- 
ation so important both in psychoanalysis 
and in thinking in general. The fact that 
social causes contribute to contemporary 
hopelessness in no way denies that psycho- 
analytic methodology may do so too. Deny- 
ing the role of psychoanalysis in helping to 
shape contemporary American social at- 
titudes seems neither accurate nor re- 
sponsible, particularly when we note the 
widespread acceptance of the dehumanized, 
unconsciously cynical psychoanalytic view 
that noble human motivations are “really” 
sexual or aggressive in basic origin; this 
philosophy tends to denigrate ideals and to 
see a Moses and a Jesus, a Luther and a 
Lincoln, a Shakespeare and an Einstein as 
“basically” sublimated beasts. 
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His seventh paragraph seems almost in- 
advertently to confirm my letter by demon- 
strating how psychoanalysis can sometimes 
affect families in a disruptive way. It im- 
plies rather clearly that the analyst sees his 
sole responsibility, rather than his prime 
one, as toward his patient alone. In so see- 
ing his task, the analyst tends to subordinate 
or exclude the patient’s spouse in his con- 
sideration of the problem, thus setting the 
therapeutic relationship up in such a way 
that it becomes significantly easier to scape- 
goat the absent marital partner. On the 
basis of information about the marital rela- 
tionship obtained primarily or exclusively 
through one pair of biased eyes, the analyst 
then decides, as Dr. Harrison points out, 
when a marriage is too neurotically-based 
to warrant continuation. I am sure that Dr. 
Harrison has had the same experience as I 
in discovering how unreliable any interper- 
sonal conclusions based on one biased first- 
hand observer can sometimes be; Freud 
himself discovered this fact when he found 
his patients’ infantile memories were false. 

Dr. Harrison’s last paragraph suggests 
still another important psychoanalytic er- 
ror: the mistaken tendency some analysts 
still have to see themselves as merely ob- 
servers of patients rather than as active 
participants in a treatment process. But such 
a denial of participation does not seem com- 
pletely consonant with the historic respon- 
sibility of the physician. The presence of 
such attitudes within the medical profes- 
sion alone is unfortunate enough. When, 
however, they become important in mass 
communication industries—along highly an- 


The end of society is peace and mutual protection, so that the individual may reach 
the fullest and highest life attainable by man. The rules of conduct by which this end 
is to be attained are discoverable—like the other so-called laws of nature—by observation 
and experiment, and only in that way. 


alyzed Madison Avenue, for example, the 
clarity of thinking and sense of personal re- 
sponsibility our country and our world need 
so desperately today are hardly strength- 
ened. 


The exaggeration of interpersonal hos- 
tility implicit in psychoanalytic methodol- 
ogy ? would then seem to have led to several 
unfortunate consequences, some of which 
Dr. Harrison’s letter seems to suggest or 
even confirm. One of the most important 
appears to be its denial that the relationship 
between subordinate and authority—son and 
father, man and society—can ever be truly 
mutual. This anarchistic, hopeless attitude 
toward the very existence of social structure 
stands in sharp contrast with the optimistic 
biblical attitude that authority can be loved 
and respected, with the responsible demo- 
cratic belief that social authority can be 
made better, and with the courageous scien- 
tific concept that human search can solve 
human problems. Since a major reason for 
the popular acceptance of the anarchism in 
this philosophy has been the medical and 
scientific prestige it carries, it would seem 
to behoove us, as doctors and as scientists, 
to begin to understand it and correct it, 
starting within our own field. Even if our 
only motivation were our recognition of the 
therapeutic danger of hopelessness, this 
would still seem to be our responsibility as 
physicians, because of the vital role hope 
plays in healing. 

Nathaniel S. Lehrman, M.D., 
Great Neck, N. Y. 


1 This point is discussed in some detail in : Dis- 
eases of the Nervous System, 22 : 201, April 1961. 


—Tuomas Hux.ey 
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NEWS AND NOTES 


Fimst Peruvian Concress oN NeEvuRopsy- 
cHiaTrY.—The published proceedings (508 
pages) bears date March, 1960 and has just 
been received (July, 1961). 

The Congress was organized by the 
Neuropsychiatric and Medico-Legal Society 
of Peru in commemoration of the 20th an- 
niversary of the foundation of the Society. 

The Congress was held in Nov. 1958 at 
Lima. The fields, both of psychiatry and 
neurology, were widely covered and besides 
the Peruvian contributors there were parti- 
cipants from Argentina, Chile, Bolivia, Uru- 
guay, Ecuador and Brazil. 

One especially interesting contribution 
by Dr. J. O. Trelles reviewed the neuro- 
logical teaching of Jean-Martin Charcot, 
John Hughlings Jackson, Constantin von 
Monakow and Kurt Goldstein. The report 
includes portraits of these 4 masters. 


Bamey Lecrure.—Dr. Benjamin 
Pasamanick, Professor of Psychiatry at the 
Ohio State University and Director of Re- 
search at the Columbus Psychiatric Institute 
and Hospital has been named the Percival 
Bailey Lecturer for 1961. He will speak on 
“Some Misconceptions Concerning Racial 
Differences in the Prevalence of Mental 
Disease” at the Illinois State Psychiatric In- 
stitute in November of 1961. 


Tue Socerry ror THE ScreNTIFIC Stupy 
or Sex.—The fourth annual meeting of the 
Society will be held at 9:30 a.m., Nov. 4, 
1961, in the Barbizon Plaza Hotel, 106 Cen- 
tral Park South, New York City. 

The topic for the morning session : “Sex 
and Aging.” Discussants: Dr. Harry Ben- 
jamin, Dr. Lissy F. Jarvik, Dr. Joseph T. 
Freeman, Mrs. Donald Armstrong. Chair- 
man : Dr. Hugo G. Beigel. 

The topic for the afternoon session : “Sex 
factors in Schizophrenia.” Discussants : Dr. 
Bernard C. Glueck, Jr., Dr. Jules D. Holz- 
berg, Dr. Lothar B. Kalinowsky, Dr. Sandor 
Rado. Chairman : Dr. Franz J. Kallman. 


AMERICAN Psycuosomatic Socrety.—The 
19th annual meeting of the Society will be 
held at the Sheraton Hotel in Rochester, 
New York, on Friday, Saturday, and Sun- 
day, Mar. 30, 31 and Apr. 1, 1962. 

The Program Committee will welcome 
abstracts of original work to be presented 
at the meeting either by members or non- 
members of the society. Abstracts should be 
not more than 2 typewritten pages, and 
should be submitted in 11 copies. Deadline 
for submission is Dec. 1, 1961. 

Abstracts should be addressed to Stewart 
Wolf, M.D., Chairman, Program Commit- 
tee, 265 Nassau Rd., Roosevelt, N. Y. 


TRAINING IN Psycuiatry.—The De- 
partment of Psychiatry at the University of 
Washington Schocl of Medicine in Seattle, 
Washington, announces the establishment 
of a two-year residency in child psychiatry. 
The comprehensive training program in- 
cludes not only experience on inpatient and 
outpatient child psychiatry units, but also 
supervised liaison with schools for normal 
and emotionally disturbed children, a resi- 
dent home for unwed mothers, a resident 
home for delinquent boys, and other com- 
munity services and agencies. There are 
opportunities for research and teaching. 
The stipends are ample. The program is un- 
der the direction of Dr. Raymond Sobel, 
Associate Professor, Psychiatry. 


Nortu Paciric Socirery or NEUROLOGY 
AND Psycuratry.—The annual meeting of 
the Society was held in Harrison Hot 
Springs, B. C., on April 7 and 8, 1961. The 
following officers will serve for the year 
1961-1962: President: Robert S. Dow, 
M.D., Portland, Oregon; President-elect : 
Robert M. Rankin, M.D., Seattle, Washing- 
ton; Secretary-Treasurer: Thomas H. 
Holmes, M.D., Seattle, Washington ; Past- 
President : Peter O. Lehmann, M.D., Van- 
couver, British Columbia ; Executive Com- 
mittee : Edward K. Kloos, M.D., Portland, 
Wallace Lindahl, M.D., Seattle, and R. L. 
Whitman, M. D., Vancouver. 
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Brooxtyn Psycmiatric Socrery.—Meet- 
ings are scheduled for the following dates : 
Oct. 19, 1961—“Presidential Remarks” by 
Edward F. Falsey, M.D., and “Recent 
Progress in Psychiatric Research” by Wil- 
liam Malamud, M.D. ; Nov. 16, 1961—“The 
Office Treatment of Schizophrenia,” Gustav 
Bychowski, M.D., Moderator; Feb. 15, 
1962—“Rehabilitation Facilities for the Emo- 
tionally Ill” by Joseph Palevsky ; and Mar. 
15, 1962—“Basic Concepts in Psychosomatic 
Medicine, with Special Regard to Therapy,” 
Ralph Moses Kaufman, M.D., Moderator. 
Scientific sessions are held at 8:30 p.m. in 
the auditorium of Brooklyn State Hospital, 
681 Clarkson Ave., Brooklyn 3, N. Y. and 
are open to the profession. 


First InTER-AMERICAN CONFERENCE ON 
ConcentTaL Derects.—This Conference will 
be held at the Statler Hotel, Los Angeles, 
Calif., Jan. 22-24, 1962, under the sponsor- 
ship of the National Foundation and the 
University of Southern California. General 
Chairman : Dr. Norman H. Topping, Presi- 
dent, University of Southern California. 

Program Topics: 1. Genetic Defects : 
Hemoglobin, Galactosemia, Gargoylism, 
Amino acid defects. 2. Structural Defects : 
Chromosome abnormalities, Mongolism, 
Central nervous system defects, Genito- 
urinary defects, Eye defects. 3. Clinical 
Manifestations of Genetic and Structural 
Defects. 

Sessions to be held at Los Angeles Coun- 
ty Hospital and to include patient demon- 
stration of Sickle cell anemia, Cooley’s 
anemia, Monocytic leukemia, Galactosemia, 
Phenylketonuria, Gargoylism, Porphyrinu- 
ria, Cystinuria, Franconi’s syndrome Cystic 
fibrosis, Genito-urinary defects, Eye anoma- 
lies, Chromosomal aberrations, Mongolism, 
Hydrocephalus, Spina bifida. 

For further information : Stanley E. Hen- 
wood, Executive Secretary, International 
Medical Congress, Ltd., 120 Broadway—Rm. 
3013, New York 5, N. Y., COrtlandt 7-2400. 


North SHore Hosprrat Seminars 1961- 
62.—_The opening lecture in the Seminars 
of 1961-62 on “Mental Hygiene” will be 


held at the hospital at Winnetka, IIl., on 
Oct. 11, 1961 at 8:00 p.m. 

Mr. David McK. Rioch, Walter Reed 
Army Institute of Research, Washington, 
D. C., will speak on “The Challenge of 
Survival in the Atomic Age.” 


AMERICAN OCCUPATIONAL THERAPY Asso- 
CIATION.—The annual conference of the As- 
sociation will be held at the Sheraton-Cadil- 
lac Hotel, Detroit, Mich., Nov. 6-8, 1961. 


NATIONAL ASSOCIATION FOR MENTAL 
Heattu.—This Association together with the 
National Institute of Mental Health have 
recently published the twelfth edition of 
the Directory of Outpatient Psychiatric 
Clinics, compiled by the Biometrics Branch 
of the Institute. It contains the latest avail- 
able statistics, as of April, 1959, giving a 
detailed listing of outpatient psychiatric 
clinics and information on mental health 
resources in the United States. 

Listings include: outpatient psychiatric 
clinics and their locations, sponsors, geo- 
graphic areas, age limitations of those ac- 
ceptable for service, clinic schedules, data 
about professional staff, state mental hospi- 
tals, institutions for mental defectives and 
epileptics, psychopathic hospitals, veterans 
administration hospitals, state mental health 
association, state mental health departments 
and regional offices of the U. S. Department 
of Health, Education and Welfare. 


Private Support ror Menta Heautu.— 
A brochure thus titled has been compiled 
by Jeanne L. Brand, Ph.D., of the National 
Institute of Mental Health. “Dr. Brand's 
survey,” the preface states, “attempts to 
analyze the framework within which foun- 
dations and other private philanthropic 
agencies are presently supporting mental 
health activities.” The NIMH, commencing 
in the fall of 1958, questioned 1,182 founda- 
tions and other national granting agencies 
which might be expected to offer support 
for some mental health research, training, or 
service ; the results of the survey refer only 
to support available on a nationwide basis. 

This brochure is available from the Super- 
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intendent of Documents, U. S. Government 
Printing Office, Washington 25, D. C. 
( price—35 cents ). 


Excerpta new 
publication, first issue—January/February 
1961, provides an exhaustive and up-to-date 
abstracting service in the field of criminolo- 
gy. It is prepared and published by the 
Excerpta Criminologica Foundation in co- 
operation with the National Council on 
Crime and Delinquency. Articles chosen for 
abstracting cover the widest possible range. 

The Board of Chief Editors are Prof. 
Dr. Th. Wiirtenberger, Freiburg/Br., Prof. 
T. C. N. Gibbens, London and Prof. W. H. 
Nagel, Leyden. Prof. Nagel has been ap- 
pointed executive editor in cooperation with 
H. J. Klare, Strasbourg, C. M. Langemeijer- 
van Schreven, The Hague, and G. Rose, 
Manchester. The Editorial Board has been 
drawn from a very wide international field. 
The editorial and administrative offices are 
at Herengracht 119-123, Amsterdam, The 
Netherlands. 

Excerpta Criminologica is published bi- 
monthly ; one year’s subscription is $30.00. 
New York Office : New York Academy of 
Medicine, 2 East 103 St., New York 29, 
N. Y. 


Universtry oF MELBOURNE CHAIR OF 
Psycuiatry.—Applications are invited for 
the above Chair. 

The salary will be £25,200 per annum, 
and superannuation similar to F.S.S.U. in 
Great Britain will be provided. 

Further information and conditions of ap- 
pointment can be obtained from the Regis- 
trar, University of Melbourne, Parkville, 


N.2., Victoria, Australia, and applications 
should reach him by November 1, 1961. 


Orrice oF THE SuRcEON GENERAL, U. S. 
Army.—Colonels Weaver and Glass ex- 
change jobs. Col. Oswald M. Weaver, MC, 
has been appointed Chief of the Psychiatry 
and Neurology Consultant Branch in the 
Army Surgeon General's office. He succeeds 
Col. Albert J. Glass, MC, who is now Con- 
sultant in Neuropsychiatry to the Chief 
Surgeon, U. S. Army Europe, the position 
Col. Weaver held before coming here. 

Colonel Weaver received his M.D. degree 
from the University of Virginia in 1936. 
Entering on military duty in February 1941, 
his assignments include Commander of the 
81st Hospital Train and Executive Officer 
of the 74th General Hospital in the Euro- 
pean Theater during World War II; As- 
sistant Chief of the Neuropsychiatric Serv- 
ice at the 36lst Station Hospital in the Far 
East Command in 1950-51; Chief of the 
Department of Neuropsychiatry at Fitz- 
simons General Hospital, Denver, Colo., 
1951-55; Chief of the Psychiatry Service 
and Department of Neuropsychiatry at Let- 
terman General Hospital, San Francisco, 
1955-57 ; and Consultant in Neuropsychi- 
atry to the Chief Surgeon, U. S. Army 
Europe since 1957. 

The Colonel is a Diplomate in psychiatry 
of the American Board of Psychiatry and 
Neurology, a Fellow of the American Psy- 
chiatric Association, and a holder of the 
“A” military specialty rating. The rating is 
a special honor reserved for those officers 
who are outstandingly qualified, and have 
demonstrated exceptional professional abil- 


ity in their particular specialty. 


CIVILIZATION 
Two things are clear : there must be a very different civilization or there will be no 
civilization at all ; and the other is that neither the old religion combined with the old 
learning, nor both with the new science, suffice to save a nation bent on self-destruction. 


—OSsLER 
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BOOK REVIEWS 


Dre SpaetscuizorHrente. By Wolfgang Klag- 
es. Biographie und Klinik schizophrener 
Ersterkrankungen des mitteren Lebensalt- 
ers. (Stuttgart, Germany : Ferdinand Enke 
Verlag, 1961, VII, 162 pp. DM 25.) 


The author follows Manfred Blenler’s notion 
of late schizophrenia which concerns clinical 
pictures first observed after the 40th year of 
life. His non-selected material consists of “fully 
schizophrenic pictures” which had occurred 
between the ages 40 and 60. His 53 cases, 38 
women and 15 men, were admitted to E. 
Kretschmer’s clinic in Tuebingen between 1953 
and 1956. The cases are well reported. The 
personality and its development are gone into 
intensively. The main group of 40 late schizo- 
phrenics is flanked by a schizothymic border 
group of 10 and a cyclothymic border group 
of 3 cases. Practically all the patients belong- 
ing to the main group were capable and com- 
petent in their professional or vocational work 
with little private life; tough energy was 
paired with sensitivity. Activity, craving for 
success with unmistakable coldness were no 
less conspicuous than high grade vulnerability. 
These persons did not have any hobbies. 

At the first signs of aging the normal indi- 
vidual looks back critically and tries to catch 
up in respect to interiorization and maturity. 
In this respect the author’s patients failed, 
getting into all manner of crises and conflicts. 

Their symptomatology is essentially not dif- 
ferent from the symptomatology of other 
schizophrenics. However, the contents of the 
delusions were found to be closer to the ego. 
There was a wealth of bodily sensations, or 
rather mis-sensations. 

The course in most instances was acute and 
relatively favorable in those cases of. the main 
group that had cyclothymic elements. These 
cases and those of the cyclothymic-pyknic 
border group came often to full remission. 

This is a nice piece of work in which a num- 
ber of already known observations receive con- 
siderable support. The author stresses that 
there are pre-formed tracks due to the age of 
the patient along which the development 
passes. He shares with many of us the notion 
that “the psychosis can use for its build-up only 
possibilities which are already there.” It would 
be discourteous and uncautious to argue about 
some of the author’s diagnoses. 

There is much said about the structure of 
the psychosis, but the name of Karl Birnbaum 


who wrote a classical book (1923) about this 
topic is never mentioned. It is also regrettable 
that the author has not one word to say about 
the studies of Henri Ey. 
Evucen Kaun, M.D., 
Houston, Tex. 


Hanpsvucn NEUROSENLEHRE UND Psycuo- 
THERAPIE. Edited by Viktor E. Frankl, 
M.D., Victor E. Freiherr von Gebsattel, 
M.D., and J. H. Schultz, M.D. (Munich 
and Berlin: Urban & Schwarzenberg, 
parts 8-20, 1958, ’60. Respectively : 
DM 20, 13.50, 19, 20, 28.50, 20, 19.50, 
23.50, 18.75, 17, 13.50, 17.) 


The first 7 parts of the Handbuch have been 
reviewed here previously. In Part 8 Bally aims 
to show how Freud's “idea” of psychoanalysis 
was originally derived from hypnosis, and 
around it he developed his theoretical system. 
Bally does not take sides as to the pros and 
cons of psychoanalysis. A. Uchtenhagen con- 
tributes a chapter on Zwangsneurosen (com- 
pulsive disorders), in which he attempts to 
differentiate between the neuroses and the 
psychoses. 

Series 9 deals with some of the analytical 
schools. Emil Gutheil, the late editor of the 
Am. J. Psychotherapy, discusses Stekel and 
his deviation from Freud’s concepts, and his 
use of pedagogic methods and suggestibility. 
Schidder writes about the “Neo-Psychoanaly- 
sis” of Schultz-Hencke ; his contribution is 
more outstanding than that of Schultz-Hencke. 
Alexandra Adler reports on her father’s Indi- 
vidual Psychology, indicating the range of the 
schools of thought which were influenced by 
Alfred Adler. Her article is particularly help- 
ful. Finally, Heyer summarizes C. G. Jung's 
psychology and states his opinion that Jung's 
Lehre has not reached the final stage yet, but 
that his psychology “stimulates development.” 
It is doubtful whether Heyer’s view will be 
accepted by the students of Jung ; indeed, the 
question arises why was not a student of Jung 
asked to write about analytical psychology. 

_ One of the editors of the Handbuch, Victor 
von Gebsattel, starts off Series 10 with a con- 
tribution on “Psychocatharsis.” Unfortunately, 
the subject is dealt with too summarily, with- 
out notice of other important contributions on 
this subject (Grinker (U.S. A.), Spiegel, Shor- 
von, et al.). A. Friedemann writes about 
Szondi’s Schicksalsanalyse, which has found 
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few students in this country. Ernst Speer’s Kon- 
taktpsychologie is dealt with by Kihn, empha- 
sizing the important role of the therapist-pa- 
tient relationship. Speer does not recognize 
the oedipal conflicts. The last contribution in 
this Series comes from the pen of Ernst Speer 
himself : “Das Erlebnis als klinische Aufgabe 
in der aerztlichen Psychotherapie.” The author 
seems to quote exclusively from the Lindauer 
Psychotherapiewoche, conducted by him; 
there is no mention of the many researches 
conducted in Anglo-Saxon countries. 

Series 11 is devoted to “Mental Hygiene.” 
Contributions by such early pioneers in this 
field, as Heinrich Meng, Federn (ego psy- 
chology), von Gagern (mental hygiene in love 
and sex), Helmut Paul (mental hygiene in 
work, recreation and leisure-time) are offered, 
and it seems significant that substantial know]- 
edge has been gained by these authors from 
their familiarity with American literature. 
Many of these contributions are directed to 
German general practitioners, who are proba- 
bly less familiar with mental hygiene principles 
than are their American colleagues. A par- 
ticularly scholarly contribution was written by 
E. Wiesenhuetter. Bovet reports on marriage 
counseling as practised in Protestant churches 
in Switzerland, and indicates that such “coun- 
seling” saves the country money and mental 
hygiene clinics from an overload of patients. 
Of great interest seems to be the paper of the 
Nestor of Vienna’s psychiatrists, Erwin Stran- 
sky, who discusses geriatrics in mental hygiene, 
although he omits the problem of old-age 
homes and “Golden Age Clubs,” which have 
sprung up, especially in this country in recent 
years. 

Series 12 begins with L. E. Wexberg's 
(U. S. A.) paper on social workers. Social 
work as a team-member of the psychiatry- 
clinical psychology-social work triangle is still 
largely unknown on the Continent. Therefore, 
the author concentrates on the United States, 
where psychiatric social work found its real 
field, even though England lays claim to this 
specialty’s origin. Wexberg also discusses the 
rehabilitation of alcoholics, many aspects of 
rehabilitative methods being the same as in 
this country. E. Wiesenhuetter discusses the 
rehabilitation aspects of all handicaps, survey- 
ing trends throughout the world and present- 
ing an outstanding and quite comprehensive 
bibliography, including authors behind the 
Iron Curtain ! Two contributions deal with the 
last war : Paul writing (probably from his own 
experience) on “War Captivity” (the medical, 
psychological and sociological problems), treat- 
ing such fascinating involvements as the “Dy- 


namics of Escape” and “Brainwashing” ; and 
Frankl reporting about his own psychohygienic 
experiences in concentration camps, in which 
he shows how relatively “ineffective” was psy- 
chotherapy when applied to inmates of con- 
centration camps. Finally, Paul and Frankl 
together write on “Psychohygiene in Catas- 
trophes,” a chapter in which the authors 
attempt to answer questions which are timely 
now to every nation, and attach great signifi- 
cance to the experiences of American psychi- 
atrists during World War II. 

Series 13 contains articles on child psychiatry 
and on psychosomatic medicine. Wiesenhuetter 
speaks on “problematic phases” during child- 
hood, in which there appears neuroses “typical 
and specific for children.” Fixations and im- 
pressions have the utmost significance for 
children and adolescents ; from childhood neu- 
roses may result delinquency as well as stutter- 
ing and tics. Kehrer discusses psychosomatic 
problems of the later years, such as the illness 
of the executive and the psychoneuroses of the 
“mature” individual. Therapeutically, the au- 
thor is in favor of “psychagogics” (The psychi- 
atrist as guide rather than therapist). Glatzel 
reports on neurotic disturbances in the di- 
gestive tract and explains many symptoms 
which previously were not discussed by such 
authorities as Franz Alexander. Glatzel seems 
to have so organized his contribution that 
every practitioner can use it as a ready refer- 
ence. Christian contributes “Heart and Circu- 
lation,” examining the Kreislauf and its ac- 
tivity on the basis of certain reactions and 
attitudes of the patient. In another article he 
speaks about natural and disturbed breathing ; 
he does not distinguish between primary psy- 
chological or primary physiological syndremes 
in breathing difficulties; rather he sees the 
breathing disorder from a holistic point of view. 

In Series 14, the subject of “sleep” is dealt 
with in two articles. Frankl presents a stimulat- 
ing casuistic theory and stresses the value of 
“paradox intentions” during sleep-disturbances. 
I. H. Schultz applies his autogenic Training to 
sleep disturbances. Frankl in another contribu- 
tion discuses “psychogenetic disturbances of 
potency.” including many suggestions for treat- 
ment based on researches by Stekel, Reik, 
Schwarz, et al. Wiesenhuetter in his article on 
“Social Neuroses” rejects Oppenheim’s theory 
of the traumatic neurosis and stresses the input 
of the Gelegenheitsapparat (or deus ex ma- 
china), particularly in the treatment of hys- 
teria. Hirschmann discusses “industrial” neu- 
roses and distinguishes between real and ap- 
parent exhaustion. According to Hirschmann, 
these industrial neuroses are not only of a 
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negative value, but also can be considered as 
the “birthpangs of a new era and of mankind.” 

In Series 15 Bernard Stokvis speaks about 
psychosomatic medicine and believes that 
“orthodox psychoanalysis” is the choice treat- 
ment. He feels that the problem of psychoso- 
matics should be attacked from the point of 
view of the “temperament,” for it is the tem- 
peraments which underlie the receptivity 
(Empfaenglishkeit) to experiences leading to 
psychosomatic illnesses. Stokvis believes that 
all psychosomtic illnesses are still in statu 
nascendi. Hofstaetter’s “The American Schools 
of Psychoanalysis” seems to make clear-cut 
distinctions, particularly for the German reader 
who hitherto has known little about the schools 
dissenting from Freud’s teachings. Horney, 
Fromm, Sullivan, Rogers, Rank, et al. The 
author, who stresses his “neutrality,” leaves it 
to the reader to form his own opinion. Victor 
von Gebsattel discusses his own field, anthro- 
pological psychotherapy. He states: “Every 
neurosis, no matter what the syndromes, is 
usually a disturbance of the attitude of sich- 
zu-sich-selber (or the ego towards itself). From 
the anthropological point of view, it can only 
mean that any intention to help therapeutically 
(italics mine) will not be negated.” 

Series 16 contains “heavy” reading and will 
be dealt with lightly. Korger and Polak discuss 
existential analysis (now very much in vogue 
in Europe) ; Frankl speaks of his own “Logo- 
therapy.” He believes that the “collective neu- 
rosis” is a symptom of contemporary nihilism. 
While recognizing some of Freud’s principles, 
he thinks that adults can be treated “differently, 
for example, by a reorientation of the patient 
toward the world of the senses and of values.” 

Series 17, in its first part, is one of the most 
important items in the Handbuch as 2 of the 
editors, Frankl and Schultz, along with 3 other 
contributors, H. Mueller-Suur, H. Kranz, and 
R. Siebeck, attempt to define and to classify 
the neuroses, and to distinguish the neuroses 
from “psychopathic” syndromes and from the 
psychoses. But except for Kranz’ contribution, 
“Differential Diagnosis of the Neuroses as dif- 
ferentiated from Psychopathy and from the 
Psychoses,” none of the authors seems to take 
account of the great strides which have been 
made by American psychiatry toward a better 
and more unified classification and nosology of 
the neuroses and the psychoses. Nevertheless, 
it seems that some of the APA’s researches 
have seeped through, though but indirectly. 
On the other hand, the American psychiatrist 
will be interested in classifications, brought 
about by von Gebsattel’s “cyclothymy,” 
Lemke’s “vegetative depressions,” Lopez-Ibor’s 


phobia-“thymopathy,” Petrilowitsch’s “depres- 
sion of alienation” (Entfremdungsdepression) , 
Schulte’s “depression of uprooting” (Entwur- 
zelungsdepression), Stauder’s “bankruptcy of 
pensions” (Pensionierungsbankrott), and many 
others. Some nosologies, as advanced by Kret- 
schmer, Kolle, and the late Frieda Fromm- 
Reichmann, are better known in this country ; 
others may be new here. At any rate, Prof. 
Schultz comes to the conclusion that “the 
multitude of attempts in the classification of 
the neuroses proves the inadequacy of any 
attempt, and the necessity to utilize a nosology 
according to one’s personality, the history of 
the patient, etc.” The volume concludes with 
two valuable contributions : Schultz writes on 
the “Neuroses and Human Biology,” and E. 
Wiesenhuetter on the “Sociology of the Neu- 
roses,” the latter again carrying the prize for 
his comprehensive treatment of the subject 
and an excellent assembled bibliography, near- 
ly 1,000 references from almost all countries of 
the world ! 

Series 18 continues the study of the neurosis 
with regard to its nosology, its Wesen und 
Grenzen of the medico-psychological tech- 
niques and of the “psychotherapeutic situa- 
tion.” A. Vetter, for instance, examines the 
differential way in which the neurosis was 
treated by Freud and by Klages. Freud’s 
graphic picture is illustrated by the “moralistic 
super ego” leading to the ego and from the 
ego to the instinctual id, whereas Klages has 
but two steps, the ego (or the Willensgeist) 
and the subordinated Leibseelisches Leben 
(somatic-psychic life). W. Braeutigam and P. 
Christian seem to divide (perhaps, artificially) 
the “goals” of psychotherapy between the vari- 
ous schools. A very important section deals 
with language as a means of communication. 
This aspect is currently subject to more dis- 
cussion and examination on the Continent than 
in this country where the significance of se- 
mantics has escaped many of us, and not only 
in psychology and psychiatry ! The balance of 
Series 18 is devoted to a detailed discussion of 
tests and statistics. 

Series 19 contains, in the main, contributions 
by various well-known analysts and psychi- 
atrists on the subject of training and teaching. 
J. H. Schultz discusses the general nature of 
educational techniques in the teaching methods 
for psychiatric students as well as, in another 
article, the problems of lay analysis. W. Kem- 
per’s suggestions and evaluation of training in 
psychoanalysis is, perhaps, one of the best this 
reviewer has seen and, in the main, corresponds 
with many American sources, particularly the 
voice of the APA. He is sharply contradicted 
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by Ernst Speer’s article on “Psychotherapy 
practised by the layman.” Whereas Kemper 
recognizes the practice of non-medical psycho- 
therapists and presents detailed suggestions to 
control such practice and safeguard the pub- 
lic, Speer, on the other hand, labels all Ph.D.’s 
as frauds and quacks. Speer’s position is un- 
supported and at least one editor has disap- 
proved of it (in writing to this reviewer). Prof. 
Frankl has also disowned Speer’s article and 
has left it to this reviewer to state so. Speer’s 
otherwise fine contributions seem to be ob- 
scured by this unhappy contributior. to the 
Handbuch. It seems significant that none of 
the other contributors side with Speer and that 
the editors have seen fit to have 5 authors 
write on the subject of lay analysis and non- 
medical psychotherapy. Whatever can be said 
of this Series, there is no lack of frankness or 
shying away from controversial issues and, 
therefore, the editors ought to be warmly 
commended for their courage and enterprise. 

Series 20 offers but two articles : W. Ritter 
von Baeyer writes on “Neuroses, Psychotherapy 
and Legislation,” and W. Kemper on “Basic 
Rules for the Psychotherapeutic Practice.” 
Kemper’s article is on a high level, makes for 
easy reading, and offers excellent material for 
ready reference for numerous details, such as 
appointments of patients, books in the doctor’s 
office, magazines in the waiting room, tele- 
phone contacts, etc. Von Baeyer speaks of the 
“criminal impulse,” its symptoms, and its legal 
implications. The latter are in accord with the 
German Criminal Code. Many implications 
wou!d apply to our courts likewise, and many 
case illustrations indicate that German psychi- 
atrists seem to work under similar handicaps 
(lag of progressive legislation for dealing with 
offenders) as do their American colleagues. 

Summing up, the present 20 parts (consti- 
tuting 3 of 5 contemplated volumes) bring to 
the reader the best thinking and research and 
practice of neurology and psychiatry to date. 
While it is understandable that not all contri- 
butions are equally high in standard and per- 
formance, it is this reviewer's opinion that, 
within given limitations only once in a life-time 
an enterprise is completed as satisfactorily and 
comprehensively as this Handbuch. It should 
serve an entire generation of psychiatrists on 
both sides of the Western Hemisphere as an 
excellent tool in their daily practice, in their 
teaching, and in their research. If a generaliza- 
tion may be permitted, German Gruendlichkeit 
and striving for Universalitaet seem to have 
been realized here. 


Hans A. ILLINc, 
Los Angeles, Calif. 


InstrruTionaL Neurosis. By Russell Barton. 
(Baltimore: Williams and Wilkens Co., 
1959, pp. 52. $2.50.) 


Russell Barton of Shenley Hospital, St. Al- 
bans, England produced a brochure of 52 
pages entitled, Institutional Neurosis depiciting 
what he sees as the result of deprivation suf- 
fered by patients in mental hospitals. He 
defines institutional neurosis as follows : “This 
is a disease characterized by apathy, lack of 
initiative, loss of interest, especially in things 
of an impersonal nature, submissiveness, ap- 
parent inability to make plans for the future, 
lack of individuality and sometimes a char- 
acteristic posture and gait.” Doctor Barton 
writes, “I claim no originality for the ideas 
presented ; my purpose is to try to arrange 
them in an orderly manner so that they are 
more easily understood, more readily accepted, 
and more systematically treated.” Indeed the 
only unique point is the attempt to develop a 
disease entity. The brochure itself points out 
with careful detail the system of living general- 
ly in vogue in the larger mental institutions. It 
properly should be read by all those who have 
the responsibilities for caring for patients, es- 
pecially in a more or less custodial or long-term 
situation. It can well be used as a check list of 
habits, procedures, and traditions in patient 
care that may be harmful to the patients. It is 
good reading for all those who have such re- 
sponsibilities. 

Harry C. Sotomon, M.D., 
Commissioner, 
The Commonwealth of Massachusetts, 
Dept. of Mental Health. 


THe ENCYCLOPEDIA OF THE BIOLOGICAL 
Sciences. Edited by Peter Gray. (New 
York : Reinhold Publishing Co., 1961, pp. 
1119. $20.00.) 


This volume, excellently printed in double 
column, contains, I have calculated, about 
1,200,000 words. The average novel of about 
80,000 words costs $5.00. At that rate this 
book should cost $75.00. But it doesn’t. It 
costs $20.00. It is, of course, a bargain at the 
price, and, editor, publisher, and contributors 
are to be congratulated upon its appearance. 
It covers the whole realm of biology, including 
most of the outstanding figures in the history 
of the science who have contributed to its 
development. (Humboldt’s name is thus spelt, 
by the way, and not as printed in the book, 
and Falloppius was never a student of Vesa- 
lius.) A few minor errors are unavoidable in 
a work of this size. There are 800 articles and 
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almost as many contributors. The book should 
establish itself as the standard work on the 
subject. The quality of the articles is, in gen- 
eral, excellent and authoritatively written, and 
some of them, like the article on population 
genetics, are small masterpieces. For the reader 
desiring an up-to-date reference work on 
virtually every aspect of biology, written briefly 
and clearly, this volume is to be highly recom- 
mended. 
AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


Current ToeraPy—1961. Edited by Howard 
F. Conn, M.D. (Philadelphia and London : 
W. B. Saunders Co., 1961, pp. 806. 
$12.50.) 


The 13th annual edition of this highly suc- 
cessful book on therapeutics follows the plan 
of its predecessors : experienced physicians de- 
scribe the methods which they use in treat- 
ment. The contributions of more than 300 
doctors for the most part deal with diseases, 
but some common symptoms such as head- 
ache and diarrhoea are also discussed. 

The psychiatrist will find sections devoted 
to neurosis, schizophrenia, depression, manic- 
depressive reactions and delirium which cover 
familiar ground. Perhaps more valuable for 
him will be some of the sections referring to 
therapeutic problems commonly associated 
with mental illness such as cirrhosis, narcotic 
addiction, epilepsy, neurosyphilis, nutritional 
deficiencies and various poisonings which re- 
ceive extended coverage. Therapeutics has be- 
come a vast subject which can be presented in 
a variety of ways. This book might be classi- 
fied as highly pragmatic, not concerned with 
pharmacology as an academic subject and not 
emphasizing the controversial aspects of some 
treatments. It unquestionably is a useful and 
reliable guide to the management of most 
conditions which a physician might encounter. 

W. B. Spaupine, M.D., 
Toronto, Canada. 


Epcar A. Por. By David M. Rein. (New 
York : Philosophical Library, 1960, pp. 134. 
$3.75.) 


It is no secret that much, if not most, writ- 
ing that may be called literary is more or less 
autobiographical. In discussing the life and 
works of Edgar Allan Poe, Mr. Rein (Associate 
Professor of English, Case Institute of Tech- 
nology, and author of S. Weir Mitchell as 
a Psychiatric Novelist, 1952) documents 
thoroughly this point of view. He agrees with 
Baudelaire, who early recognized in Poe a 


kindred spirit, that in his constant preoccupa- 
tion with scenes of horror Poe revealed a 
dominant masochistic strain so characteristic 
of himself. Said Baudelaire, “I found poems 
and short stories which I had conceived, .. . 
which Poe had been able to organize and 
finish perfectly . . . I was shocked and de- 
lighted to see not only subjects which I had 
dreamed of, but sentences which I had thought 
and which he had written twenty years before.” 

As Professor Rein amply demonstrates, Poe 
was his own worst enemy. In the development 
of his personality from youth time on there 
was no conformity to what might be called a 
normal or average or wholesome type. On one 
side there was brilliant if often sordid play of 
imagination and high poetic gifts ; on the other 
morbid restlessness and inconstancy and shock- 
ing irresponsibility—an overplus of intellectual 
qualities with the imbalance of the immaturity 
of a child, so often characteristic of the genius. 

The present volume is useful as a concise 
commentary on many of the poems and stories, 
especially as illustrating the author’s thesis 
that in his writings the poet repeatedly pictures 
himself both physically and in his overpowering 
emotional states and crises. Poe lost his mother 
at the age of three, and that this loss had a 
significant effect on his life is easy to under- 
stand without the help of John Bowlby, 
whom the author, perhaps needlessly, quotes. 
Throughout his short life Poe was to an ex- 
traordinary degree dependent upon the love 
and care of women, and his impulsive longing 
was expressed in varying phases as want of 
mother love, of the love of a wife, or of a de- 
voted sister as represented by his child-wife, 
Virginia Clemm. In his letters he repeatedly 
expressed himself as desperately in need of af- 
fection and support, even declaring that he 
cannot go on without assurance of the devotion 
of one or another of the women who figured 
prominently in his life. 

One can hardly disagree with the author that 
the dominant influence in Poe’s unsettled career 
was the unhappy issue of a youthful love which 
at the time was a mutual attachment resulting 
in an engagement to marry. The poet seems 
never to have been reconciled to this loss which 
may have played a part in his subsequent al- 
coholic habits and the desperate and disordered 
mental state he often referred to in his letters. 
Just before his tragic death he paid a visit to 
the one he had first chosen to be his wife. In 
the long interval she had married the man of 
her father’s choice, not her own, and was now a 
widow. But it was too late to go back and take 
up life again where it had been turned awry 
in their youthful age. 
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That tragedy may well be immortalized in 
one of Poe’s most beautiful poems, Annabel 


Lee, which can hardly be read without tears. 
C. B. F. 


Tue Disease Concert or ALconoxism. By 
E. M. Jellinek. (New Haven: Hi 
Press, 1960, pp. 246. $6.00.) é; 


This book starts with historical material 
concerning the concept of alcoholism as a 
disease. The discussions and arguments both 
pro and con are given in an interesting manner. 
Members of the American Psychiatric Asso- 
ciation will be interested to hear that Benjamin 
Rush and Samuel Woodward were among 
those who advocated the medical approach to 
alcoholism. Benjamin Rush thought of inebriety 
as an illness and Samuel Woodward, the first 
superintendent of the Worcester State Hos- 
pital, suggested special institutions for inebri- 
ates. 

The author goes into considerable detail in 
trying to define what is meant by the term 
disease. He quotes medical dictionaries to 
show that disease is defined as an illness or 
sickness. He believes, however, that the word 
illness is more acceptable to the general pub- 
lic. He concludes: “It comes to this, that a 
disease is what the medical profession recog- 
nizes as such. The fact that they are not able 
to explain the nature of a condition does not 
constitute proof that it is not an illness.” He 
likewise points out “that the medical profession 
has officially accepted alcoholism as an illness, 
and through this fact alone alcoholism becomes 
an illness, whether a part of the lay public 
likes it or not, and even if a minority of the 
medical profession is disinclined to accept the 
idea.” 

The author also discusses what is meant by 
the word definition. He then defines alcoholism 
as “any use of alcoholic beverages that causes 
any damage to the individual or society or 
both. Vague as this statement is, it approaches 
an operational definition.” He speaks about the 
“species of alcoholism” and describes Alpha, 
Beta, Gamma, Delta and Epsilon Alcoholism. 

There are interesting discussions of the dif- 
fering viewpoints about the use of alcohol, of 
the various legal arguments regarding the al- 
coholic receiving compensation for a disease 
and of the attitudes of many of the large cor- 
porations and the labor unions toward the 
question of alcoholism as a disease. 

The author quotes from a great deal of the 
literature concerning the psychological and 
physiological formulations of addiction. Spe- 
cial attention is paid to the withdrawal syn- 


drome and the concept that the alcoholic be- 
comes dependent upon alcohol as the opium 
addict becomes dependent upon opium. He 
concludes that it is now well established that 
there is a physiological addiction to alcohol 
with physical withdrawal symptoms whenever 
the alcoholic either reduces greatly or stops 
completely his use of alcohol. He includes 
considerable material on the concept of de- 
lirium tremens and convulsive reactions being 
withdrawal symptoms. 

These comments will give the reader some 
idea of the material to be found in this book 
and the attitude of the author. The book is an 
excellent and carefully prepared discussion of 
the writings that bear on the subject. The 
reviewer unhesitatingly recommends this book 
to anyone interested in the problem of alco- 
holism. 

Kart M. Bowman, M.D., 
San Francisco, Calif. 


anp Mentat Edited by 
F. A. Gibbs. (Philadelphia : J. B. Lippin- 
cott Co., 1959. $4.75.) 


This is, in a sense, a monograph which 
deals with 2 separate but related problems in 
that the discussion centres around disturbances 
of brain function with biochemical determi- 
nants. It is a report of 2 conferences held in 
1958 under the Auspices of the Brain Research 
Foundation. The volume was edited by Dr. 
Frederic A. Gibbs. Part I deals with amines in 
relation to brain function and behaviour. The 
speakers were men of experience in the field 
and the discussants, participants and guests 
were equally able men and women. The prob- 
lems of ceruloplasmin and serotonin and the 
ergot hallucinogens were presented and dis- 
cussed. Probably the most important feature of 
the book is the frank and pointed discussion 
which is recorded. Undoubtedly some will feel 
it could have been even more frank as much of 
the material presented is in need of the most 
searching criticism by chemists and psychia- 
trists. There is still a great need for controlled 
investigations in this field with an experienced 
psychiatrist as a separate somewhat disinterest- 
ed member of the team. Alterations in human 
behaviour simply have to be studied in terms 
of sequence of events and not in cross sec- 
tions and this aspect of the work is often not 
adequately developed by those interested in 
what has been called psychopharmacology. 
Part I is recommended to all those interested 
in the field of phychiatry. 

Part II deals with the subject, infantile 
spasms and their E.E.G. counterpart—hypsa- 
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rhythmia, which is of increasing interest to sickness,” “paraphrenia,” “schizophrenic de- 
psychiatrists, neurologists and pediatricians. mentia,” and “demented paranoid schizophre- 


Every angle of this serious disorder of brain 
function was considered, including pathologic 
features characterized by spongy degeneration 
of the brain. This is a special problem in cere- 
bral and cerebellar degeneration of infants and 
children. It was well reviewed at the confer- 
ence and the discussions are highly recom- 
mended to all interested. Causes, mechanisms 
and treatments were considered with frank 
discussions of each aspect. It is an excellent 
symposia. 

In summary, this book has much to com- 
mend to all interested in brain dysfunction 
from a biochemical standpoint ; hence, of spe- 
cial interest to psychiatrists and neurologists. 

ALLEN A. Bamey, M.D., 
University of Saskatchewan. 


A or Psycuratry. By K. R. Stall- 
worthy. (Christchurch, New Zealand : N. 
M. Peryer Ltd., 1959, pp. 365.) 


This book, a fourth edition, originates from 
the pen of the Medical Superintendent of the 
Takani Hospital, Te Awamutu, New Zealand. 
The preface dated January 1959, states his aim 
“To give the medical student, general practi- 
tioner, or nurse a factual account of what is 
likely to matter to them.” However, the book 
reflects the vast practical experience of the 
author in a distant country and to an American 
psychiatrist who is willing to read between 
the lines the book can be a fascinating source 
of information about residual differences in a. 
technical field where ever more efficient com- 
munications keep driving all the world toward 
a dead-level of universal similarity. 

To achieve his goal the author has had to 
expand his subject matter to include a more 
heterogeneous content than what would be 
found in similar American texts. This includes 
such items as mental deficiency, a considerable 
amount of neurology, epilepsy, some syphilolo- 
gy, acute delirious states, as well as psychody- 
namics, descriptive psychiatry, legal aspects, 
administrative psychiatry and somatic therapy. 

All this has been compressed into 267 crisply 
written pages filled with simple direct defini- 
tions aimed at his chosen audience. The style 
is concise and the point of view conservative 
even as to terminology which will sound 
strange to most American professionals of re- 
cent vintage. Among such terms are “toxins” 
which are invoked as a cause of mental ab- 
normality, “melancholia,” “weak-mindedness,” 
“G.P.1.,” “tranquilisers,” “delirious mania,” 
“dement,” “insane,” “sleepy 


“chronic mania,” 


nia. 

Differences of practice as well as terminology 
seem to be reflected in the text. One finds a 
full page on hydrotherapy, 2 pages on malarial 
therapy with indications that a strain of in- 
oculation malaria is still kept active, almost 
5 pages on leukotomy, 7 pages on insulin coma, 
10% on electric shock, and only 2% pages on 
tranquilizers. Allowing for the fact that this 
was written about 3 years ago there still ap- 
pears to be less dependence on drugs than 
one might find in this country. The author 
states “Such drugs relieve certain symptoms, 
sometimes ; they do not cure.” On the other 
hand he states with regard to chlorpromazine 
“It acts within a few days if at all,” and con- 
tinues, “but those who are no better from 150 
mg. a day are unlikely to benefit from more.” 
oo apparently range up to 250 mg. per 

y. 

There is a lack of discussion of the newer 
antidepressants which may be explained by 
the date of the writing of the book. Certain 
aspects of psychiatric organization such as 
family care are apparently not important. On 
the other hand the general attitudes toward 
hospital organization and community partici- 
pation seem to be very similar to those gen- 
erally held here. 

The similarities outweigh all the differences 
which can be found. The section on alcohol 
reveals an extensive experience essentially 
similar to our own although heroin is but “an- 
other dangerous drug of addiction” its only 
description in an entire chapter. The open 
ward philosophy is a part of standard hospital 
practice and the text reveals an increasing im- 
portance in problems of child psychiatry and 
psychiatry of the aged. 

All this may be of interest as background 
reading for students, in spite of differences in 
nomenclature but a trend of broader interest 
may be the pattern of participation by the 
general practitioner, one of the three main 
groups toward whom this book is directed. This 
is reflected in the fact that new sections were 
added to the present edition on tranquilizing 
drugs, psychiatric disturbances in childhood, 
senility and pregnancy and on personality re- 
actions to physical disease. Perhaps the devel- 
opments with regard to “G.P.I.” represent a 
shadow of things to come. “The treatment of 
G.P.I. now involves primarily adequate dosage 
with penicillin, perhaps a million units a day 
for a month.” Who can deny that with these 
few words the practitioner moves into a treat- 
ment position unreached by the specialist 
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when diagnosis and treatment were more com- 
plex. A similar emphasis on psychiatry in gen- 
eral practice is reflected in the 5% pages of 
description of puerperal psychoses and in the 
treatment of another practical problem, name- 
ly, head injury. 

In summary, this book may be said to con- 
tain much food for thought as well as back- 
ground reference material for students. 

Henry Bat, M.D., 
Dept. of Mental Hygiene, 
Albany, N. Y. 


Lowrte’s SeLtectep Papers iv ANTHROPOLOGY. 
Edited by Cora Du Bois. (Berkeley and 
Los Angeles: University of California 
Press, 1960, pp. 509. $10.00.) 


Robert H. Lowie (1883-1957) was one of 
of America’s most distinguished anthropolo- 
gists. The present volume reprints some 33 of 
his most significant contributions to the anthro- 
pological literature, and together they consti- 
tute a rich cornucopia indeed. Those contribu- 
tions range from kinship and social organiza- 
tion, psychology and sociology, race, totemism, 
and history, to literature, aesthetics, and lan- 
guage. It is a delight to participate with a first- 
class mind in the exploration of human nature 
in a volume which is a fitting memorial to a 
pioneer anthropologist. 

AsHLEY Monrtacu, Pu.D., 
Princeton, N. J. 


AUTOMATION, CYBERNETICS AND Society. By 
F. H. George, Ph.D. (New York: Philo- 
sophical Library, 1959, pp. 280. $12.00.) 


The onset of the industrial revolution marked 
the end of an epoch and ushered in the modern 
world, which although it has provided greater 
material wealth, and comfort, has done so by 
degrading the dignity of man. Technology, 
like the broom of the sorcerer’s apprentice, 
has escaped from control and gone on a ram- 
page. The next phase of the industrial revolu- 
tion, known as automation, has suddenly con- 
fronted mankind and threatens to reduce so- 


ciety to chaos. The development of automation 
has inspired the expounding of communication 
theory, and exploring its ramifications and im- 
plications. Since the direction and control of 
both man and machines depends upon com- 
munication, the guidance and control of com- 
munication, in the broadest sense, is vital for 
the welfare of mankind. This guidance and 
control is known as “cybernetics.” 

As an academic science, cybernetics can be 
defined as the science of communication, yet 
it implies the integration of an intercommunica- 
tion between biology, the physical sciences and 
mathematics on the one hand with engineering, 
the social sciences, and economics on the other. 
If the integration is adequate the present phase 
of the industrial revolution will be accom- 
plished without a major social upheaval. 

In this book, Dr. George has explored the 
problems facing society, and found that the 
major hurdle is control ; communication is the 
fundamental instrument of control. If society is 
able to direct technology, then the full measure 
of human dignity will be restored to man, and 
he will enjoy the wealth of his technological 
advances. 

The volume is divided into 3 unequal sec- 
tions each of which deals with one aspect of 
cybernetics. Each section can be read independ- 
ently of the others, yet forms an integral part 
of the whole. The first part (45 pp.) deals with 
the social and scientific milieu which has pro- 
duced the present unstable situation. The next 
150 pages deal with the established scientific 
background of cybernetics and automation, 
while the last 75 pages discuss the application 
of these principles to the social scene. 

It is a lucidly written volume, which presents 
the argument in a reasonable and orderly 
fashion. In spite of this it is a book that de- 
mands close attention, for it presents many con- 
cepts that will be new to most readers; yet 
the result is worth the effort for the ideas are 
provocative and the implications spread into 


all aspects of life. 
Joun Scorrt, M.D., 


Toronto General Hospital, 
Toronto, Can. 
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‘In depression 

for greater 

emotional stability 
- in the aging patient 
Tofranil 


ramine 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood.? 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.!3 
Under the influence of Tofranil, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wchnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


relaxant ‘AN ECTI 


Succinylcholine Chloride 


normal respiration returns 
time of shock. 
approximately 3 minutes average - 


j Comments from the literature: 
ra id «.,.method of choice.” 


re | axation eres L. ep Nerv. System 19:1 (Jan.) 1958. 


+... recommend its use. 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


rapid tras) 


.. treatment of choice.” 
recove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 


“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
XX 


Injection ‘ANECTINE’ IV. - 60 Seconds After Injection 
r = i 
90 Seconds After Injection . Seconds After Injection 
modified clonic phase ends 


FOR YOUR PATIENT WITH DEPRESSION 


HYDROCHLORIDE 


the antidepressant with a significant difference: 

* given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 
and insomnia * followed by control’ of 


underlying depression *Some depressed patients respond within 5 to 10 days, while 


others may require up to two weeks or longer to obtain benefit. 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS : ANTIDEPRESSANTS 


@ a single agent (not a combination of compounds) 


@ effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized pz tients 
@ not an amine oxidase (MAO) inhibitor 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 
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with Special Scudies of a New 


INVESTIGATOR 


DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


BENNETT, DOUGLAS: 
Treatment of 

depressive states 

with amitriptyline. 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 
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FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 
usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 
appears ... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 
“Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
improvement in sleeplessness resulted and many patients noted 
a feeling of relaxation. The ability of some patients to reduce their 
night sedatives after only a month’s treatment was unique in my 
experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 


symposium on pepression | EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


AMITRIPTYLINE HYDROCHLORIDE 


j 
| 
Anudepressant, Amitriptyline 
A SCIENTIFIC MEETING 
® 
NEW YORK, Y. 
Magen 1961 « 
: 


(This symposium was published in 
Diseases of the Nervous System, 
Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR FINDINGS 


AYD, FRANK J., JR.: “Amitriptyline and imipramine induce similar side effects but, 
Acritique of generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


antidepressants. 

“.. Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


50 AMATRIPTYLINE 50 
IMIPRAMINE 
N!ALAMIDE — 


40 PHENELZINE 40 
ISOCARBOXAZID 


ISOCARBOXAZID 
AMITRIPTYLINE —p 
PHENELZINE 
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NIALAMIDE 
— 20 
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SYMPOSIUM ON 
DEPRESSION 


(continued) 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in al! these dif- 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 
Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 
chemotherapy ratory reports for the most part remained within normal limits. 
(amitriptyline) Occasionally, abnormal readings were reported, but these 
of anergic states appeared only sporadically and were not related to any clinical 
findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis,' and in ambulatory or hospitalized 
patients.'.2-3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient's depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 


REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed inf on use ing the package or available on request. 


M s) 5) MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., WEST POINT, PA. 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 


to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


“Deprol* 


benactyzine + meprobamate 


Composition: Each tablet contains 

1 mg. 2-diethylaminoethy] benzilate 
hydrochloride (benactyzine HCl) and 
400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, 
scored tablets. 

Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may 
be gradually increased up to 

3 tablets q.i.d. 


WALLACE LABORATORIES 
V4 Cranbury, N. J 


Bibliography (11 clinical studics, 764 patients) : 

1. Alexander, L. (35 patients). Chemotherapy of depression ~ 
Use of meprobomote combined with benactyzine (2-diethy! 
aminoethy! benzilate) hydrochloride. J.A.M.A. 166:1019, March 
|. 1958. 2. Botemon, J. C. and Carlton, H. N. (50 patients 
Meprobamate and benactyzine hydrochloride (Depro!) as od 
junctive therapy for potients with advonced concer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Bell, J. L., Tauber, 
H., Sonty, A. and Pulito, F. (77 patients): Treatment of depres- 
sive states in office practice. Dis. Nerv. System 20 263, June 
1959. 4. Breitner, C. (3) patients): On mental depressions 
Dis. Nerv. System 20.142, (Section Two}, May 1959. §. Lond- 
mon, M. E. (50 patients): Choosing the right drug for the 
potient. Submitted for publication, 1960. 6. McClure, C. W., 
Papas, P. N., Speore, G. S., Palmer, E., Slattery, J. J, 
Konefal, S. H., Henken, B. $., Wood, C. A. and Ceresio, G. B 
(128 potients): Treatmert of depression—New technics and 
therapy. Am. Pract. & Digest Treat. 10.1525. Sept. 1959 
7. Pennington, V. M. (135 patients}: Meprobomate-benactyzine 
(Depro!} in the treatment of chronic brain syndrome, schizo. 
phrenia ond senility. J. Am. Geriatrics Soc. 7.656, Aug. 1957 
8. Rickels, K. and Ewing, J. H. (35 patients). Depro! in depres- 
sive conditions. Dis. Nerv. System 20.364, (Section One), Aug 
1959. 9. Ruchworger, A. (87 patients). Use of Depro! (mepro- 
bomate combined with benactyzine hydrochloride) in the 
office treatment of depression. M. Ann. District of Columbio 
28.438, Aug. 1959. 10. Settel, E. (52 potients). Treatment of 
depression in the elderly with a meprobamate-benactyzine 
hydrochloride combination (Deprol!). Antibiotic Med. & Clin 
Therapy 7:28, Jon. 1960. 11. Splitter, S. R. (84 potients). The 
core of the anxious ond the depressed. Submitted for pub- 
licotion, 1959. 
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controls agitation 


SPARINE helps control agitation and excitation, 
whether manifested in an acute episode of 
psychotic illness, in narcotics-withdrawal or 
alcohol-induced syndromes, or even after 
electroconvulsive therapy. 


INJECTION TABLETS SYRUP 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyet 


Wyeth Laboratories 
Philadeiphia 1, Pa. 
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From the Literature 


Excitement Following 
Electroconvulsive Therapy 
Murray! administered parenteral SPARINE (with 
atropine sulfate, succinylcholine dichloride, and a 
barbiturate) to 50 patients prior to electronconvul- 
sive therapy. Observations were conducted during 
497 individual treatments. 


The salutary effects of SPARINE, which Murray attrib- 
utes to enhancement of barbiturate action, were 
evident in improved behavior, diminution of agita- 
tion following treatment, and prolongation of sleep. 
No significant blood pressure fluctuations or cardio- 
vascular abnormalities were noted in any of the 
patients. 


Excessive Psychokinetic Activity 


Graffeo? selected 180 chronic, hospitalized psychotic 
patients at random on the basis of increased psycho- 
kinetic activity manifested by restlessness and agita- 
tion, or complications or lack of improvement with 
other chemotherapeutic modalities. 


SPARINE was administered orally in dosages graded 
to the psychokinetic activity of the patient. 


Of the 180 patients, 72 percent showed marked to 
moderate improvement in behavior, and no patient’s 
behavior worsened. Almost half of the patients 
showed marked to moderate improvement in their 
psychoses; in 3 percent mild regressive tendencies 
were noted. According to the author: “Promazine 
[SPARINE] adequately modified the formerly dis- 
turbed behavior pattern of the chronic schizophrenic 
patients so that psychotherapy was facilitated and, 
as a result, made it possible for 26 patients to be re- 
leased from the hospital.” 
Alcoholism 


Figurelli®? has found that the use of SpARINE in un- 
complicated cases of acute alcoholism controlled 
symptoms of active delirium, as well as nausea and 
vomiting, and drastically reduced mortality rates. 
According to Figurelli “*. .. medication with proma- 
zine [SPARINE] enables more rapid control of delir- 
ium, eliminates the prolonged and more expensive 
therapeutic measures which formerly were the only 
recourse ...and permits earlier return of the pa- 
tient to gainful occupation.” Parenteral SPARINE is 
usually used initially by Figurelli; oral SPARINE is 
used for maintenance. No precipitous drop in blood 
pressure occurred in the series of patients studied by 
Figurelli. 


Note: The degree of central nervous system depres- 
sion induced by SPARINE has not been great; how- 
ever, in the acutely inebriated person the initial dose 
should not exceed that recommended to be sure that 
the depressant effect of alcohol is not enhanced. 
SPARINE should not be used in comatose states due to 
central nervous system depressants (alcohol, barbi- 
turates, opiates, etc.). In patients with cerebral 
arteriosclerosis, coronary heart disease, or other 
conditions where a drop in blood pressure may be 
undesirable, SPARINE should be used with caution. 


References 


1. Murray, N.: Diseases of Nervous System 2/:1 (Aug.) 
1960. 

2. Graffeo, A.J.: Am. J. Psychiat. //6:842 (March) 1960. 
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For further information on limitations, administration 


and prescribing of SpPARINE, see descriptive literature or 
current Direction Circular. 
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new Parnate 


brand of tranylcypromine 


‘Parnate’ is a new agent, effective in the relief of the symptoms of mental depression. 
Pharmacologically, it is a monoamine oxidase (MAO) inhibitor; chemically, a new com- 
pound that is distinct from the earlier “psychic energizers.” 


Improved usefulness in treating depressions. ‘Preliminary clinical experience indicates 
that tranylcypromine (‘Parnate’) is an improved type of monoamine oxidase inhibitor that 
appears to be more rapid in its action, effective in smaller doses . . . and relatively free of 


1 


side effects. 


More rapid onset of action. “An outstanding aspect of therapy with [‘Parnate’] was its 
unusual rapidity of action; most patients began to show lifting of depression in less 


than 5 days.” 


PRESCRIBING INFORMATION 


The physician should be familiar with the material on dosage, side 
effects and cautions given below before prescribing ‘Parnate’, and 
with the principles of monoamine oxidase inhibitor therapy and 
the side effects of this class of drugs as reported in the literature. 
Also, the physician should be familiar with the symptomatology 
of mental depressions and alternative methods of treatment to 
aid in the careful selection of patients for ‘Parnate’ therapy. 


INDICATIONS AND LIMITATIONS OF USE: For the relief 
of symptoms of mental depression, i.e., dejected mood, self- 
depreciation, lowered activity levels, difficulty in making decisions, 
disturbed eating and sleeping patterns, and variations of these 
basic symptoms. ‘Parnate’ controls depressive symptoms only. In 
cases with mixed depression and anxiety, ‘Parnate’ may aggravate 
the anxiety or increase agitation. If this occurs, reduce dosage 
or administer a phenothiazine tranquilizer concurrently 


*Parnate’ is indicated in the following diagnostic categories, sub- 
ject to the limitation stated above: reactive and other psychoneu- 
rotic depressions, involutional melancholia, depressive phase of 
manic-depressive psychosis, psychotic depressive reactions. With 
respect to severe endogenous depressions, it is impossible to 
predict, with presently known data, which patients will respond 
best to ‘Parnate’ and which to ECT. ‘Parnate’ may be indicated 
in some reactive depressions in which ECT is not indicated. 
*Parnate’ is not recommended to treat essentially normal responses 
to temporary situational difficulties 


Note: In depressed patients, the possibility of suicide should 
always be considered and adequate precautions taken. Exclusive 
reliance on drug therapy to prevent suicidal attempts is unwar- 
ranted, as there may be a delay in the onset of therapeutic effect 
or an increase in anxiety and agitation. Also, of course, some 
patients fail to respond to drug therapy. 


DOSAGE: Dosage should be adjusted to the requirements of the 
individual patient. Dosage increases should be made only in incre- 
ments of 10 mg. per day and ordinarily at intervals of one to three 
weeks. Side effects occur more often as dosage is increased 


Reduction from peak to maintenance dosage may be desirable 
before withdrawal. If withdrawn prematurely, original symptoms 
will recur. Experimental work indicates that inhibition of mono- 
amine oxidase persists for only a few days after withdrawal. Thus, 


any side effects due to this inhibition will probably recede rapidly 
upon withdrawal, which should be a distinct advantage of 
*Parnate’ therapy when the patient exhibits poor tolerance to 
antidepressant medication. 

Standard dosage schedule 


1. Recommended starting dosage is 20 mg. per day—10 mg. 
morning and afternoon. 


. Continue this dosage for 2 to 3 weeks. 


3. If no response, increase dosage to 30 mg. daily—20 mg. upon 
arising and 10 mg. in the afternoon. 


4. Continue this dosage for at least a week. 


wa 


As soon as a satisfactory response is obtained, dosage may 
usually be reduced to a maintenance level. 


a 


. Some patients will be maintained on 20 mg. per day; many 

will need only 10 mg. daily. 4 
When ECT is being administered concurrently, 10 mg. b.i.d. can 
usually be given during the series, then reduced to 10 mg. daily 
for maintenance therapy. 


Nore: Because side effects are dose-related, dosage should not be 
raised above 30 mg. per day unless the physician first becomes 
familiar with the information on the use of intensive dosages of 
*Parnate’ in patients who are hospitalized or under comparable 
supervision. See available comprehensive literature, your SK&F 
representative, or your pharmacist. 


SIDE EFFECTS: The patient may experience restlessness, over- 
stimulation, or insomnia; may notice some weakness, drowsiness , 
episodes of dizziness, or dry mouth; or may report nausea, 
diarrhea, abdominal pain, or constipation. Occasionally, head- 
aches have occurred. Symptoms of postural hypotension have been 
seeil most commonly, but not exclusively, in patients with pre- 
existent hypertension; blood pressure returns to pretreatment 
levels rapidly upon discontinuation of the drug. Other side effects 
which might occur in rare instances are tachycardia, urinary 
retention, significan* anorexia, skin rashes, edema, palpitations, 
blurred vision, tinnitus, chills, paresthesia, muscle spasm and 
tremors, impotence, sweating and possibly paradoxical hypertension. 
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for faster relief 


of mental depressions 


True antidepressant effect. “Those patients who responded to [‘Parnate’] therapy ex- 
perienced increased energy and interest without euphoria and restlessness; they were 
relieved of their thoughts of guilt and worthlessness, and looked and felt cheerful.’’* 


Valuable in psychotherapy. “. . . when the patient recognized the improvement that was 
taking place [during ‘Parnate’ therapy], his participation in psychotherapy increased 
markedly, and subsequent improvement was rapid.””4 


Sp Smith Kline & French Laboratories, Philadelphia 


leaders in psychopharmaceutical research 


Most of these side effects can usually be relieved by lowering the those with cardiovascular inadequacies should be observed more 
dosage or by giving suitable concomitant medication. closely because of the possibility of additive hypotensive effects. 


CAUTIONS: Extensive clinical and laboratory work has shown 
that there is little likelihood of blood or liver toxicity. Since 
‘Parnate’ is a non-hydrazine compound, should prove to be 
exempt from the toxic effects on the liver thought to be due to the 
hydrazine moiety of some other drugs. However, severe toxic 
reactions have occurred with some monoamine oxidase inhibitors. 
Pending further clinical experience ‘Parnate’ should probably not 
be used in patients with a history of li disease or in those with 
abnormal liver function tests. Drug juced jaundice is often 
difficult to differentiate from other j idice. However, there has 
been sufficient clinical experience with ‘Parnate’ to demonstrate 
that, if it has any potentiality for producing jaundice, the reaction 
must be rare. Also, the usual precautions should be observed in ; ; 
patients with impaired renal function since there is a possibility REFERENCES AND BIBLIOGRAPHY 


of accumulative effects in such patients Ss 


In patients being transferred to ‘Parnate’ from another mono- 
amine oxidase inhibitor or from imipramine, allow a medication- 
free interval of one week, then initiate ‘Parnate’ using half the 
normal dosage for at least the first week of therapy. Similarly, a 
few days should elapse between the discontinuance of ‘Parnate’ 
and the administration of another monoamine oxidase inhibitor 
or of imipramine. 


Because the influence of ‘Parnate’ on the convulsive threshold is 
variable in animal experiments, suitable precautions should be 
taken if epileptic patients are treated. 


Lemere, F.: Tranylcypromine (‘Parnate’), A New Monoamine 
Oxidase Inhibitor, Am. J. Psychiat. //7:249 (Sept.) 1960 


Although ‘Parnate’ has been used in combination with various drugs 


(particularly Stelazine®, brand of trifluoperazine), some mono- 2. Petersen, M.C Depression: Treatment with a New Antide- 
amine oxidase inhibitors have been reported to have marked pressant—Tranylcypromine, report accompanying scientific 
potentiating effects on certain drugs, e.g., sympathomimetics, exhibit at the 116th A.P.A. Meeting, Atlantic City, New Jersey, 
central nervous system depressants, hypotensive agents and alcohol May 9-13. 1960 
Therefore, the physician should bear in mind the possibility of é 
a lowered margin of safety when ‘Parnate’ is combined with 3. Roebuck, B.E., and Maccubbin, H.P.: Treatment of Depres- 
potent drugs and should adjust dosage carefully. sion with Tranylcypromine, report accompanying scientific 
exhibit at the 13th Annual A.M.A. Clinical Meeting, Dallas, 
‘Parnate’ should not be used in combination with imipramine. Texas, Dec. 1-4, 1959 
(The reaction of a patient who attempted suicide with a deliberate : 
overdosage of ‘Sananae? and imipramine was more severe than 4. Agin, H.V Tranylcypromine in Depression: A Clinical Re- 
would have been predicted from the properties of either drug.) port, Am. J. Psychiat. 117:150 (Aug.) 1960. 
P 5. Petersen, M.C., and McBrayer, J.W.: Treatment of Affective 
/ Adn 
CASES REQUIRING SPECIAL CONSIDERATION: Adminis: wih hem Hy 
ride: A Preliminary Report, Am. J. Psychiat. //6:67 (July) 1959 
coronary artery disease with angina of effort. Increased physical 
activity and, more rarely, hypotension have been reported. The 6. Scherbel, A.L Clinical Evaluation of the Antidepressant 
pharmacologic properties of ‘Parnate’ suggest that it may have a Action of ‘Parnate’ (Tranylcypromine), paper read at the 1959 
capacity to suppress anginal pain that would otherwise serve as a Meeting of the Academy of Psychosomatic Medicine, Cleve- 
warning sign of myocardial ischemia. When ‘Parnate’, like any land, Ohio, Oct. 15-17, 1959. 
agent which lowers blood pressure, is withdrawn from patients 
who tend to be hypertensive, blood pressure may again rise to AVAILABLE: ‘Parnate’ Tablets, 10 mg., in bottles of 50. Each 


undesirable levels tablet contains 10 mg. of tranylcypromine (trans-d/-2-phenylcyclo- 
‘ py ate 
When ‘Parnate’ is combined with a phenothiazine derivative or propylamine) as the sulfate 


other compound known to affect blood pressure, elderly patients and Prescribing information adopted Feb. 1961 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON’. .. since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON® 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 


Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets--2 mg., bisected, bottles of 100 and 1000. 
) *Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 


festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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BOOKS 


CONCEPTUAL SYSTEMS and PERSONALITY ORGANIZATION 


By O. J. HARVEY, University of Colorado; DAVID E. HUNT, Syracuse University; 
and HAROLD M. SCHRODER, Princeton University. Represents the statement of a 
theoretical position organized around the unit of the concept or conceptual systems and 
integrates cognitive and dynamic theories of development. 1961. 375 pages. $7.50. 


The PSYCHOLOGY of AGGRESSION 


By ARNOLD H. BUSS, University of Pittsburgh. Aggression is discussed in stimulus- 
response terms, and within this area the categories of aggression, anger, and hostility are 
carefully delineated. 1961. 307 pages. $7.95. 


MOTIVATION and EMOTION 
A Survey of the Determinants of Human and Animal Activity 


By PAUL THOMAS YOUNG, University of Illinois. This is the first comprehensive 
book which recognizes the interdependence of motivation and emotion and logically 
treats both aspects in a single volume. A multifactor approach to the analysis of the deter- 
minants of human and animal activity is employed which provides a broad scope and 
tolerates rather widely divergent views. 1961. 648 pages. $10.75 * 


The MANIPULATION of HUMAN BEHAVIOR 


Edited by ALBERT D. BIDERMAN, Bureau of Social Science Research, Inc., and 
HERBERT ZIMMER, Georgetown University. A carefully documented review of the 
“control” devices used to enforce conformity of human behavior. 1961. 323 pages. $7.95. 


THE PSYCHOLOGY OF JUNG: A Critical Interpretation 
By AVIS M. DRY, C. G. Jung Institute, Ziirich. Explains the marked changes in Jung's 
ideas from the 1900's to the 1950's. 1961. In Press. 


READY IN OCTOBER... 
A MODEL of the MIND 


By GERALD S. BLUM, The University of Michigan. 1961. Approx. 228 pages. Prob. 
$6.95. 


* Textbook edition also available for college adoption. Send for your examination copies today. 


JOHN WILEY & SONS, Inc. 
440 Park Avenue South New York 16, N. Y. 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 4 
relieves agitation, apprehension, anxiety fee 


and “screens out” 
certain side effects : 


of tranquilizers, 
making it 
virtually free of: 


“The side-effects which we have observed during trials with Mellaril have not been of a 
serious nature and we believe that the claim can justly be made that Mellaril has fewer 
side-effects than any other of the phenothiazine compounds.”' 


In Agitation, Anxiety and Tension “The literature is replete with references to 
the phenothiazines and the role they play in the treatment of tension states, 
anxiety, and agitation. While numerous compounds have been introduced, the 
search continues for an ataraxic that is not only effective, but is relatively free 
of annoying side effects. My experience with thioridazine [Mellaril] in 87 patients 
confirms the findings of other investigators regarding its efficacy in the control 
and treatment of various nervous and mental disturbances seen in everyday 
practice. Also, it does not induce parkinsonism, blood dyscrasia or liver damage."”? 


Mellaril is indicated for varying degrees of agitation, apprehension, 
and anxiety in both ambulatory and hospitalized patients. 


SENSITIVITY 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic 
patients — 100 mg. t.i.d. 

Dosage must be individually adjusted until optimal response. Max'mum 
recommended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 
25 mg., 50 mg., 100 mg. 

1. Sandison, R. A., Whitelaw, E., and Currie, J. D. C.: Clinical trials with Mellaril 
in the treatment of schizophrenia, Journal of Mental Science (British Journal of 
Psychiatry) 106:732, April, 1960. 2. Freed, S. C.: Thioridazine, a neuroleptic in 
general practice, International Record of Medicine, 172:644, Oct. 1959. 
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ONE FOR THE 
BAGK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 
During and after an acute alcoholic episode, Librium 


relieves anxiety, agitation and hyperactivity, induces rest- 
ful sleep, stimulates appetite and helps to control with- 
drawal symptoms. The complications of chronic alco- 
holism, including hallucinations and delirium tremens, 


can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patient 


relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce the patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 
Consult literature and dosage information, available on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 
5-phenyl-3H-1,4 -benzodiazepine 4-oxide hydrochloride 


%,| ROCHE 
LABORATORIES 
Division of Hoffmann-La Roche Inc. 
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THE PHYSICIAN AND THE CANCER PATIENT 


The American Cancer Society is concerned with the total can- 
cer problem. A crucial part of this problem relates to the cancer 
patient and his family. To help the medical profession explore 
ways and means of meeting the patient’s special needs, the scien- 
tific session of the Society’s next Annual Meeting at the Hotel 
Biltmore in New York City, October 23-24, 1961, will be devoted 
to “The Physician and the Total Care of the Cancer Patient.” 
Various specialists will examine the psychological and physical 
problems facing the cancer patient and his family. Consideration 
will be given to such topics as decisions in the early care of the 
cancer patient, counselling the cancer patient, what the patient 
should be told, care of the advanced cancer patient, society’s 
role in service to the cancer patient. 
Through such meetings, the American Cancer Society 
serves the medical profession by providing a forum for 
an exchange of information and experience concerning the ¥ 
® 


cancer patient. 
AMERICAN CANCER SOCIETY 


' 
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LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient's responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. as W. Kruse, C. F. Hess and M. Hoe 

Nerv. System, 20:269, 1959. G. C. Griffith, Mer Med., 6: iss5, 1959. 3 3. ag B 
Ford, H. E. Branham and J. Wy Cleckley, ibid., 1559. 4. ‘i. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116: 453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:(Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 

116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Di 

Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. = ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. 1. 
Kimbell, Jr., paper read at C ooperative Chemotherapy Studies in Psychiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN ® —brand of isocarboxazid 
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Model SOS 


MOL- AC Il 


The CW47 


THE SOS is recommended for Convulsive 
Therapy, Non-Convulsive Therapies, Electro- 
Sleep Therapy, Focal Treatment, Mono-Polar 
Treatment, Barbiturate Coma other 
respiratory problems), Mild Sedac (without 
sedation), Deep Sedac Therapy (with sedation), 
Pre-Convulsive Sedac, Post-Convulsive Sedac 
(for deep sleep), Neurological Conditions, and 
Measurement Procedures. 


in A.C. shock therapy 


The smallest, lightest, least expensive clinically 
proven A.C. shock therapy instrument, only 
3 x 5 inches, weighing but 3 Ibs. Yet the MOL- 
AC II provides full positive manual control of 
glissando over the entire voltage range, as well 
as a positive manual control of time. 


professional approval 


The newly improved CW47, another popular 
Reiter unidirectional current instrument for 
many established techniques, is still available 
at its original low price. 


are used by the 
foremost practitioners 
and institutions the 
world over ! 


MOL-AC Il 


the one instrument for all established techniques combining strongest 
convulsive currents with powerful yet gentle sedative currents 


This instrument contains the Reiter UNI.- 
DIRECTIONAL currents and three Sedac 
ranges as part of the SINGLE SELECTOR 
CONTROL. Other models available are: Model 
S with unidirectional currents only; SedAc at- 
tachment to be used with Model S; SedAc, self- 
powered, an independent instrument. 


the ‘‘compact’’ instrument for unequalled ease of operation 


There are no complicated setting of dials, no 
waiting for re-setting of timing devices, no 
warm-up delays. It is an officially approved 
instrument which has also won popular ap- 
proval. ONLY $100 complete with finest, gen- 
uine leather physician’s bag. 


original therapeutic cerebral stimulator, first to win popular 


This model is extremely rugged, withstands long 
periods of use while maintaining the accuracy 
vital to delicate work. 


More detailed information on request. 


REUBEN REITER, Se.D. 64 west 4sth st., NEW YORK 36, N.Y. 
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with the heart... 


with the low-cost METRETEL 1000 


The Ideal System for Remote ECG Signal Monitoring 


The versatility of the Metretel 1000 System 
allows even the hearts of athletes in action 
to be monitored accurately. This low-cost bio- 
medical telemetry instrumentation provides 
the cardiologist, the physiologist, the anes- 
ihesiologist and the psychiatrist with the 
latest scientific method for remote monitoring 
of ECG signals. 

The pocket-size, battery-powered transmitter 
weighs only five ounces and transmits up to 
100 feet without external wires or antenna. 
The FM receiver has outputs for standard 
recorder or oscilloscope attachments, and in- 
cludes a battery charger and tester. 


The Metretel 1000 System complies with FCC 
rules and regulations and is guaranteed against 
defects in workmanship and materials for one 
year of satisfactory operation. 

Complete price of system: $895.00 f.o.b. Venice, 
Calif. For full information, write: Dept. AJP 10-1 


AVIONICS RESEARCH PRODUCTS CORPORATION 
4254 Glencoe Avenue, Venice, California 


Eastern Regional Office: 
1015 Investment Building, Washington 5, D.C. 
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IN DEPRESSION impr oved 
accessibility 


psychotherapy 


BRAND OF NIALAMIDE 
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INBRIEF\Niamid, brand of nialamide, is 1-(2-[benzylcarbamy]] 
ethyl) -2-isonicotinylhydrazine, a well tolerated antidepressant 
that may correct or relieve depression on once-a-day dosage. 
Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melan- 
cholia, postpartum depression, depressed phase of manic-depressive 
reaction, senile depression, reactive depression, schizophrenic 
reaction with depressive component, psychoneurotic depression. 
In neurotic or psychotic patients, Niamid may normalize or 
favorably modify aberrant or excessive reactions and symptoms 
of depression such as: phobias, guilt feelings, dejection, feeling 
of inadequacy, discouragement, worry, uneasiness, distrustful- 
ness, hypochondriacal and nihilistic ideas, difficulty in concentra- 
tion, insomnia, loss of energy or drive, indecision, hopelessness, 
helplessness, decreased functional activity, emotional and physi- 
cal fatigue, irritableness, inability to rest or relax, sadness, 
anorexia and weight loss, and withdrawal from society. In the 
withdrawn patient, Niamid may elevate the mood so that there 
is increased activity, increased awareness and interest in sur- 
roundings, and in- 


mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obvi- 
ated or modified by reductions in dose. Effects due to monoamine 
oxidase inhibition persist for a substantial period following 
discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical stud- 
ies. However, if previous or concurrent liver disease is suspected, 
the possibility of hepatic reactions and liver function studies 
should be considered. The suicidal patient is always in danger, 
and great care must be exercised to maintain all security precau- 
tions. The apathetic patient may obtain sufficient energy to harm 
himself before his depression has been fully alleviated. Niamid 
may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and 
stimulants, including alcohol. Caution should be exercised when 
rauwolfia compounds and Niamid are administered simultane- 
ously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when 
imipramine was administered during or shortly after treatment 
with certain other 
drugs that inhibit 


creased participation 
in group activities. 
Appetite may be in- 
creased and there may 
be decreased fatigabil- 
ity. Lack of clinical 


particularly useful for depressed 
office patients because Niamid 


monoamine oxidase. 
In Cardiology: The 
central effects of 
Niamid may encour- 
age hyperactivity and 
the patient should be 


response to other anti- 
depressant therapy 
does not preclude a 
favorable response to 
Niamid. Relief of de- 
pression may also be 
evidenced by elimina- 
tion or reduction of 
the need for somatic 
therapy, such as elec- 
troshock. In patients 
suffering from depres- 
sion associated with 
chronic illness, Niamid 
may improve mental 
outlook, reduce the 
impact of pain, de- 
crease the amounts of 
narcotics or analgesics 
needed, and improve 
appetite and well- 
being. In patients 
with angina pectoris, 


provides: 


Remission of depression—smoothly, gradually, 
without “jarring.” Parker! reports that although 
Niamid is a slow-starting drug it produces a smoother 
effect than certain other antidepressants—those causing 
exaggerated CNS stimulant effects such as jitteriness, 
pressure of activity. “This is an advantage of nialamide 
[NIAMID] because such side effects frighten depressed 
patients and retard their improvement.” 


Notably low incidence of serious complications or 
side effects. After laboratory tests of patients on 
Niamid therapy, Ayd et al.? found: “Thus, in contrast 
to other antidepressants, nialamide [NIAMID] has not 
caused anemia or any disturbance in renal or hepatic 
function.” 


Convenience of once-a-day dosage. 


1. Parker, S.: Dis. Nerv. System 20:2, Dec., 1959. 
2. Ayd, F. J., Jr., et al.: Dis. Nerv. System 20 (Suppl.):34, Aug., 1959. 


closely observed for 
any such manifesta- 
tion. Orthostatic hypo- 
tension or hyperten- 
sive episodes occur in 
a few individuals and 
cardiac patients should 
be carefully selected 
and closely supervised. 
In Epilepsy: Although 
in some patients thera- 
peutic benefits have 
been achieved with 
Niamid, in others the 
disease has been ag- 
gravated. Care should 
be exercised in the 
concomitant use of 
imipramine, since 
such treatment with 
monoamine oxidase 
inhibitors has been 


Niamid has been found to be a useful adjunct to management 
through reduction in frequency of attacks and pain. Dosage: 
Starting dosage is 75 to 100 mg. on a once-a-day or divided daily 
basis. This may subsequently be adjusted depending upon the 
tolerance and response. Responses to Niamid are not usually 
rapid, and revisions of dose should be withheld until at least 
a few days have elapsed at each level. Increments or decrements 
of 1242-25 mg. are generally sufficient. A daily dosage of 200 mg. 
is the maximum recommended for routine use. (As much as 
450 mg. daily has been used in some patients.) Side Effects: 
Niamid, in clinical use, has been characterized by a significant 
lack of toxicity. It is generally well tolerated. Nervousness, 
restlessness, insomnia, hypomania, or mania, sometimes occur. 
Occasional headache, weakness, lethargy, vertigo, dryness of the 


reported to aggravate the grand mal seizures. In Tuberculosis: 
Existing data do not indicate whether resistance of M. tuber- 
culosis to isoniazid may be induced with Niamid therapy; never- 
theless, it should be withheld in the depressed patient with 
coexisting tuberculosis who may need isoniazid. As with all thera- 
peutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should 
be observed. Supplied: Niamid (Nialamide) Tablets, 
25 mg.: 100’s — pink, scored tablets; 100 mg.: 100’s — 
orange, scored tablets. 
More detailed professional information available on request. 
—- Science for the world’s well-being® 

Pfizer PFIZER LABORATORIES 

Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 


LEDERLE INTRODUCES 
A NEW TRANQUILIZER 


Mephenoralone Lederle 


TO RESTORE THE NORMAL PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which relieves mild 
to moderate anxiety and tension without detracting significantly from 
mental alertness. TREPIDONE helps the patient “be himself” again... 
calm, yet fully responsive ... usually free of drowsiness or euphoria. 
Complete information on indications, dosage, precautions and contra- 
indications is available from your Lederle representative, or write te 
Medical Advisory Department. 

Average adult dosage: One 400 mg. tablet, four times daily. 

Supplied : Half-scored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York p> 
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Among currently available agents, meproba- 
mate is unique in its actions on brain and 
skeletal musculature. 


EQUANIL Tablets, and EQUANIL L-A Capsules 
for prolonged effect, relieve anxiety and appre- 
hension, reduce muscular spasm and tension, 
and help restore mobility and normal emo- 
tional response. 


Side effects, although infrequent, are generally 
mild. 


Wyeth Laboratories Philadelphia 1, Pa. 


For further information on limitations, ad- 
ministration and prescribing of EQUANIL and 
EQUANIL L-A Capsules, see descriptive litera- 
ture or current Direction Circular. 


meprobamate, Wyeth 


For ease of administration and pro- 
longed effect, convenient b.i.d. dosage. 


meprobamate, Wyeth CAPSULES 
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Quick, smooth induction BREVITAL® SODIUM is a fast-acting 


intravenous barbiturate. Patients are at the working level of anesthesia within 
thirty to forty seconds. With this oxygen barbiturate, the incidence of laryn- 
gospasm and bronchospasm is greatly reduced. 


Safe, more clearheaded recovery srevirat SODIUM is 


an ultrashort-acting intravenous barbiturate, particularly useful in psychiatry. 
It is rapidly metabolized with a minimal accumulation in fatty tissues. 

Brevital Sodium contains no sulfur; there is no unpleasant taste or odor 
associated with its use. The usual ‘“‘hang-over”’ effect is absent. 


Brevital Sodium (with anhydrous sodium carbonate) is stable in distilled water up to 
six weeks without refrigeration. 

2.5 Gm., in glass-sealed ampoules 

500 mg., in 50-cc.-size rubber-stoppered ampoules 

2.5 Gm., in 250-cc.-size rubber-stoppered ampoules 

5 Gm., in 500-cc.-size rubber-stoppered ampoules 

Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 
1. Karliner, W., and Padula, L. J.: The Use of a New Ultra-Short-Acting 
Intravenous Anesthetic in Shock Therapy, Am. J. Psychiat., 117:355, 1960. 
Brevital® Sodium (methohexital sodium, Lilly) 


... the most useful anesthetic agent for 
electroshock oklon convulsive therapy.” 
Z 
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THERAPEUTIC INDEX 


‘(MYSOLINE? 


BRAND OF PRIMIDONE 
IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants— Children under 8 years: 
Order of dosage same as for adults, but start 
with 42 tablet (0.125 Gm.) daily and 
increase by '/ tablet daily each week, until 
control. (Where a smaller starting dose 

is required, use 50 mg. tablet.) 

Adults and Children (over 8 years): 

1 tablet (0.25 Gm.) daily (preferably at 
bedtime) for 1 week. Increase by 1 tablet 
daily each week, until control. Dosage exceed- 
ing 2 Gm. daily presently not recommended. 


Patients already receiving other anti- 
convu/sants— Children under 8 years: 
Initially one-half the adult dose, or 0.125 Gm. 
daily. Gradual increases and decreases as 
described in adult regimen. (Where a smaller 
starting dose is required, use 50 mg. tablet.) 
Adults and Children (over 8 years): 

0.25 Gm. daily, and gradually increased while 
the dosage of the other drug(s) is gradually 
decreased. Continued until satisfactory dosage 
level is achieved for combination, or until 
other medication is completely withdrawn. 


When therapy with ‘“‘Mysoline”’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline."’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while “‘Mysoline’’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline’’ Tablets— 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline’”’ Tablets— 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone,in bottles 
of 8 fluidounces. 


A New Community-Work Experience 
for Mentally Retarded Boys 


The Training School at Vineland, N. J., since 1888 
a pioneer in training and educating the mentally 
handicapped, now offers the POST HOUSE PRO- 
GRAM-~—a unique post-training resident-community 
program stressing intensive guidance & care in so- 
cial-vocational endeavor. Campus residence in new 
24-bed cottage, & where possible, work in salaried 
industrial, business, farm positions in community. 
Controlled supervision. Understanding educational 
& vocational trainers. Special privileges. Boys 18 
yrs. & up (min. 10 yr. mental level) must complete 
3-month observation-diagnostic, also apprentice- 
ship periods. Registration limited. 


For further information, write Registrar, Box N, 


THE TRAINING SCHOOL AT VINELAND, N. J. FOUNDED 1888 


An advanced 
psychiatric 
Research and treatment 


clinic in suBuRBAN 
montreal. 


A fully accredited, 152 bed 
— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 
Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient’s comfort 

and enjoyment. 

Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 


ALBERT PREVOST 
6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 
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Morris I. Stein, Editor: CONTEMPORARY PSYCHOTHERAPIES 


Ten leading psychotherapists report on the approaches and orientations of today’s 
major therapies. Specific therapeutic theories and problems are discussed in detail, 
followed by actual case histories or research studies. $7.50 


Peter Blos: ON ADOLESCENCE 


A psychoanalytic interpretation of adolescent development — its intrinsic conflicts, 
liabilities, tasks, and resolutions. $5.00 


Clemens E. Benda, M.D.: THE IMAGE OF LOVE 


Modern trends in psychiatric thinking, discussed in the light of man’s problems in 
a world of mass movements. “Recommended as a well-expressed record of a man 
who has experienced clearly something of which he has ‘written.’”—Library Jour- 


nal. $5.00 


E. Kuno Beller; CLINICAL PROCL3SS 


Basic concepts and the techniques in the diagnosis and treatment of childhood 
personality disorders, as well as a new approach to the organization and assess- 


ment of clinical data. $10.00. 


The Free Press of Glencoe, Inc. 
A DIVISION OF THE CROWELL-COLLIER PUBLISHING COMPANY 
60 Fifth Avenue e New York 11, N. Y. 


UNIVERSITY OF 


ook 


“PRESS 


The Mentally Disabled and the Law 


Edited by Frank T, Lindman and Donald M. McIntyre, Jr. The first treatise 
to determine and evaluate on a nation-wide basis the rights of the mentally 
disabled person. This broad five-year study by the American Bar Associa- 
tion is written for lawyers, psychologists, hospital administrators, and social 
workers. Chapters include historical trends, involuntary and voluntary hos- 
pitalization, release from mental institutions, the rights of the hospitalized 
patients, eugenic sterilization, incompetency, property rights, criminal “in- 
sanity” or irresponsibility, and psychopathy. Tables compare relevant laws 
of the states. Index. $7.50 


University of Chicago Press 
5750 Ellis Avenue, Chicago 37, Illinois 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies + Large Staff 
Trained for Team Approach * Supervised Recreational Program 
Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Welliborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 


Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. Alfred Koenig, M.D. _ 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Appalachian Wall © Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 
valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wwm. Ray GrirrFin, Jr., M.D. Mark A. GrirrFin, Sr., M.D. 

Rosert A. Grirrin, M.D. Mark A, Grirrin, Jr., M.D. 

Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 
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HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational org | nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

for ph and nervous rehabilitation. 
T-PAT LINIC offers diagnostic services and thera- 
bh treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Dyeuer Associate Medical Director 
OHN D. PATTON D. 
Clinical Director 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 


ONE OF 14 UNITS’ 
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ST. VINCENT’S HOSPITAL OF WESTCHESTER COUNTY 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 
providing all modern therapies for 
mental and emotional disorders in- 


cluding individual and group psy- 
chotherapy, pharmacotherapy, insu- 
lin coma and electro therapies and 
extensive activity programs. All 
facilities are being expanded for in 


4,2 


service for children. Acutely ill and 
continued therapy patients admit- 
ted. Forty-five minutes from Grand 
Central Station, New York City. 


Richard D’isernia, M.D., Medical Director Reverend David Hordern, Resident Chaplain 
Timothy V. A. Kennedy, M.D., Assistant Medical Director Dorothy Wideman, M.S.S., Director of Social Service 
Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Service : 
William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, School of Nursing 
George F. Cassidy, Ph.D., Chief Psychologist Harriet Lavoie, 0.T.R., Director Occupational Therapy 

Sister Miriam Vincent, R.N., F.A.C.H.A., Administrator 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New 20, New YorkK 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


ADDRESS 
SIGNATURE 
Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 


America Postage $.50 extra. New Volume begins July 1961 issue. 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade eight through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City 


Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


Directors ‘/ Frances M. King, formerly Director of the Seguin School References 


The Children’s Service 


Outpatient consultation, evaluation and treat- 


nesent & ment for infants and children of grade school to 
SWITZER, M.D. 


DIRECTOR 


18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, WESTPORT, CONN. 
Telephone: WESTPORT CAPITAL 7-1251 


Leo H. Berman, M.D. Robert Isenman, M.D. 
Albert M. Moss, M.D. John D. Marshall, Jr., M.D. 
Louis J. Micheels, M.D. Edward M. Keelan, M.D. 


Peter P. Barbara, Ph.D. 


SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 


Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. PATRICK J. QuiRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activitics. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O’DoNNELL, M. D. RICHARD L. Conpe, M. D. 
Ropert W. Davis, M. D. H. C. Hoss, Ph. D. Clinical Psychology 


COMPTON FOUNDATION HOSPITAL 


formerly Compton Sanitarium 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 
High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS HOSPITAL 


SUMMIT, NEW JERSEY 
CRestview 7-0143 


Oscar Rozettr, M.D. 
Medical Director Tuomas P. Prout, Jr. 
Epwarp R. Duty, M.D. Administrator 
Clinical Director 
An 85 bed intensive treatment unit 
20 miles from New York City 
Certified by 


The Joint Commission on Accreditation of Hospitals 
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ST. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 


located in suburban St. Louis; offering all accepted psy- 


HOSPITAL chiatric therapies and the essential diagnostic services of 


a general hospital; featuring an extensive professionally- 
Ot directed Occupational Therapy program. 


‘ Accredited By Joint Commission On Accreditation Of Hospitals 
St. Louis All psychiatric disorders Three full-time psychiatrists, 


plus psychiatric staff of 25 
BROCHURE Active treatment geriatrics 24-hour medical service, plus 


AND RATE Limited custodial care consulting staff of 29 


1:1.76 ratio of ing staff 
Selected cases of alcoholism to patients, including 40 RN's 


REQUEST P. M. D. N. 
ST. LOUIS MO. THE DAUGHTERS ‘or DE PAUL 


Keep and Protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


1.00 


Price: Each 


(Includes postage & handling) 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 Avenue of the Americas 
_ New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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'MIYSOLI NE? IN EPILEPSY 


BRAND OF PRIMIDONE 


CLEAR EXPRESSION OF CONTROL 


44The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mal epilepsy.99* 
Employed alone or in combination, intractable to maximal doses of other anti- 
"Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 


ness, often where epilepsy has remained actions is assured by a wide safety margin. 

*Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request 

/. \ AYERST LABORATORIES NEW YORK 16, N. Y. » MONTREAL, CANADA 


“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd 


For further details please turn to page 45 
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WHAT 


DISTINGUISHES 


DEVEREUX 


in its service to children who need remedial edu- 
cation? It furnishes — 


1. Group living and learning experience with others 
of a similar aptitude and level of development. 


2. The functioning of a multidisciplinary team with 
long experience in evaluating potential and in structur- 
ing programs in a residential setting unique in its wide 
range of homogeneous groupings. 


3. A philosophy of optimum blending of traditional 
methods with the best of the new from the frontiers of 
research. 


4. Established programs of diagnosis, treatment, re- 
search, and training soundly based on the wide spec- 
trum of a multidisciplinary team of experts. 


Professional inquiries are invited. East Coast residents, address Charles 
J. Fowler, Director of Admissions, Devereux Schools, Devon, Pennsylvania. 
West Coast residents, address Keith A. Seaton, Registrar, Devereux Schools, 
Box 1079, Santa Barbara, California. Southwestern residents, address 
John M. Barclay, Director of Development, Devereux Schools, Box 2269, 


THE 
DEVEREUX | ecuccs 
FOUNDATION | communities 


A nonprofit organization CAMPS 
Founded 1912 TRAINING 


Devon, Pennsylvania RESEARCH 
Santa Barbara, California 


Victoria, Texas 


HELENA T. DEVEREUX EDWARD L. FRENCH, Ph.D. 
Administrative Consultant Director 


it 
Victoria, Texas. 


